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NEW 


The Maloney Tapered Mercury-Filled Esophageal Bougie 


Designed by Walter H. Maloney, M.D., Cleveland 


PILLING —PHILA. 
This mercury-filled bougie provides a single dilator for $13.50 
treating cardiospasm, esophagitis, stenosis, and other Br 3701, 28 Fr. $13.50 
esophageal diseases. The small, flexible rubber tip is Fr $13.50 
easily introduced through the cricopharynx area, cardio- Br 3701, 32 Fr. ’ 
esophageal junction, or stenosis. Once the tip is through Br 3701, 36 Fr. $14.75 
the involved area, the tapered end allows the single Br 3701, 40 Fr. $14.75 
bougie to dilate this portion of the esophagus to its max- ¢ 7 
imum limit. All sizes start at 14 French diameter at dis- Br 3701, 46 Fr. $15.75 
tal tip, increasing to full diameter over the 6-inch length. Br 3701, 50 Fr. $16.25 
Hershenson Esophageal Cytology Set 


PILLING —PHILA, 


For cytological specimens from the esophagus, a small gauze swab is rubbed over 
a suspected lesion by means of an esophageal dilator introduced over a flexible- 
tipped guide wire. Smears made from the material obtained contain large numbers 
of well-preserved cells. This set provides an uncomplicated procedure with high 
diagnostic accuracy. The set consists of a guide wire 128 cm. long with 14 Fr. 
diameter flexible tip; a flexible pusher, cannulated to pass over the guide wire 
and threaded for attachment to olivary tips; and a set of seven olivary tips sizes 
12, 22, 25, 28, 31, 34, 37 Fr. 

Ref.: J.A.M.A., Vol. 168, pp. 1871-1875, Dec. 6, 1958. 

Br 3752 


Prices f.o.b.- Factory Philadelphia and subject to change without notice. 


$39.50 


Order direct from Pilling 


GEORGE P. PILLING «& son co. 


3451 Walnut Street +* Philadelphia 


Pilling New York Office — 4 W. 56th St., N. Y. 19, N. Y., Circle 5-8125 
Other Offices: Columbus, Ohio — Atlanta, Georgia — Los Angeles, Calif. 


CABLE ADDRESS: Surgical-Philadelphia 


hy 


— ' | 

i 

‘ 

ine 

> 
a 

; 

‘ - \ 

) 

x 

Ly 

4 

Prey 
= 
TS 

‘=a 

Le 
: 

et 
% 
‘ 
3 


PSYCHOLOGICAL AND 
PSYCHIATRIC ASPECTS OF 
SPEECH AND HEARING 
DISORDERS 


Edited by Dominick A. Barbara, 


Karen Horney Clinic, New York City. 
Through the combined efforts of 
twenty-five well-known specialists this 
significant work became a reclity — 
the FIRST AND ONLY COMPREHEN- 
SIVE BOOK on the subject. To insure 
a broad, eclectic viewpoint contrib- 
utors were pooled from disciplines in- 
cluding psychiatry, speech therapy, 
speech teaching, psychology, nevu- 
rology, and social work. The result is 
a sound, sensible volume on the psy- 
chological processes involved in the 
origin, comprehension, and treatment 
of speech, hearing, and communico- 
tion disorders. 


Publication Date April 1960 


NEW OPPORTUNITIES FOR 
DEAF CHILDREN 


By trene R. Ewing ond Alex W. G. 
Ewing, both of the University of Man- 
chester, England. Describes the spe- 
cific knowledge and skill that par- 
ents, teachers, audiologists, and med- 
ical officers must acquire if deaf chil- 
dren are to benefit from the effective 
use of hearing aids, lip-reading, and 
the new methods of education now 
possible for them. The authors have 
included their ORIGINAL TECH- 
NIQUES for testing the hearing of 
babies and young children. 


Publication Date 
February 1960 


ACOUSTICS IN SPEECH 
By Richard A. Hoops, Bol! State 
Teachers College, Muncie, Indiana. 
All who are interested in the role of 
sound in speech production ond re- 
ception will welcome Mr. Hoops’ 
long-needed, practical monograph. 
Various types of speech disorders are 
discussed — pitch problems, hearing 
loss, and voice quality deviations. 
Such terms as FREQUENCY, AMPLI- 
TUDE, WAVE MOTION, INTERFER- 
ENCE, VIBRATION, INTENSITY, and 
DECIBEL are made easy to understand 
by simplified, crystal-clear definitions. 


Publication Date April 1960 


BABY TALK 


By Morris Val Jones, Schoo! for 
Cerebral Palsied Children, San Fran- 
cisco. When is baby talk serious? 
What are the causes? What can be 
done about it? An expert answers 
these basic questions. Parents are 
given ‘‘common-sense’’ advice 
about their role in helping their 
children overcome this speech prob- 
lem and develop normal articulation. 
When porents come to you for pro- 
fessional help, save time by recom- 


mending this practical little book. 
104 pp.; 9 il.; $4.50 
Publication Date April 1960 


NEW 
BOOKS 


of special 
interest to 
YOU! 


SPEECH THERAPY IN 
CEREBRAL PALSY 


By Merlin J. Mecham, Brigham 
Young University, Provo, Utah; and 
Martin J. Berko ond Frances G. 
Berko, both of the Institute of Logo- 
pedics, Wichita, Kansas. Covers the 
entire field of the brain injured child 
including the cerebral palsied, the 
aphasic, the feeble-minded, and the 
centrally deaf. Emphasis throughout 
the book is on aberrant behaviors 
which accompany congenital brain in- 
jury. Methods of diagnosis using the 
teom approach are considered in de- 
tail. Therapy methods include physio- 
therapy, psychological readiness ac- 
tivities, and current methods of direct 
speech and hearing therapy. (Amer. 
Lec. in Speech and Hearing) 


Publication Date May 1960 


CLEFT LIP AND PALATE 

REHABILITATION 
By William H. Olin, University Hos- 
pitals, State University of lowa. With 
a Chapter entitled Oral Struc- 
tures as a Speech Mechanism’ by 
Duane C. Spriestersbach. A wealth 
of information for anyone associated 
with the rehabilitation of patients 
with clefts. COMPLETE COVERAGE: 
Etiology, frequency, embryology, clas- 
sification, surgical procedures, role of 
dentist, speech problems. Techniques 
ore explained and case histories pre- 
sented to show the various ortho- 
dontic and prosthetic treatment pro- 
cedures. 


Publication Date May 1960 


THE CLOWN FAMILY SPEECH BOOK 
“We Wont Toto!"’ by Morris P. Pollock ond Miriam S$. Pollock, Pollock 


School Inc., Brookline, Massachusetts. 


As founders of the Pollock School inc. 


the authors write with the wisdom and experience of 23 years of highly 
successful work with retarded children. Through the stories and exercises 
presented here you can not only develop speech in aphasic children but cor- 
rect the speech problems of shy children troubled with faulty breath control, 
mispronunciation, and poor articulation. 168 pp.; 184 il.; $6.50. The Workbook 
{also available separately) is put into the hands of the children—a unique ap- 
proach and the only speech workbook on the market today. 40 pp.; 167 il.; $1.50. 


Publication Date April 1960 


CHARLES C THOMAS @ PUBLISHER 
301-327 East Lawrence Avenue 
Springfield @ Illinois 
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‘AEROSPO R N’ Solution 


Comprehensive bactericidal/antifungal action — eradicates : 
Pseudomonas and most other common causes of otitis. ony 
Hygroscopic; restores normal acid mantle. 

Each cc. contains: 

‘Aerosporin’ brand 10,000 Units 
Propylene Glycol q. s. Sterile 

Available in dropper bottles of 10 cc. 


Drops 


Broad-spectrum bactericidal action plus effective anti- 
inflammatory and antipruritic therapy. Eradicates most 
common causes of otitis; restores normal acid mantle. 
Each cc. contains: 

*Aerosporin’ brand Polymyxin B Sulfate .......... 10,000 Units 


ie Hydrocortisone in a sterile, slightly acid, aqueous 


Available in dropper bottles of 5 cc. 


Acts quickly to relieve pain and itching associated with 
oe otitis externa. Bactericidal/antifungal action — eradicates 
ae Pseudomonas and most other common causes of otitis. Hy- 
a groscopic; restores normal acid mantle. 

Each cc. contains: 

‘Aerosporin’ brand Polymyxin B Sulfate ..... ...-. 10,000 Units 
Xylocaine* HC] brand lidocaine Hydrochloride (5%) 50 mg. 
Propylene Glycol q.s. Sterile 

Available in dropper bottles of 10 cc. 

*Reg. T.M. Astra Pharmaceutical Products, Inc. — U.S. Pat. No. 2,441,498 


Literature available on request. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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Wider stevia spectrum Increased therapeutic 
eficaty Clears infection... relieves inflammation Corn- 
bats both gram-positive and gtan- negative invaders 
Minimizes cinergence of resistant Strains  Lessens 
ler of Scarring Needs no. refrigeration Virtually 
tree from irritative or allergic properties 
INDICATIONS: Provides wide-speetrum antibacterial, anti- 
mvflammatory, and antiatlergic action far treatment of 
patents with ocular intammation complicated by ifection. 
ADMINISTRATION: Apply two to four times daily as required. 
PACKAGING. OPHTHOCORT Ophthalmic Ointment tomtains 1% 
Chioromycetin® (chioramphenicol, Porke-Davis): 0.5% hydro- 
cortisone acetate, and 5,000 units polymysin gulfate per Gm., 
supped in tubes. 
PARKE, DAVIS & COMPANY > DETROIT 32, MICHIGAN 
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TIME: All seminars will be held from 10 a.m. to 5 p.m. daily. 


THREE-DAY SEMINAR: A comprehensive course of study designed to provide information and practical 
knowledge that can assist you in successfully fitting contact lenses. The latest techniques and de- 
velopments will be presented such as fitting SPHERCON®, Bi-Curve and Tri-Curve lenses; the use of 
the new TORCON* lens in fitting unusual astigmia cases; the techniques of fitting BICON®, de Carle, 
and C. B. bifocal contact lenses; TELECON*, a recently introduced subnormal vision aid; Photo- 
Electronic-Keratoscopy (PEK*), its theory and use; CONTA-SONICS*, an invaluable aid to the prac- 
titioner. 

To gain practical experience, each practitioner who registers for this course will receive a bo your 
pair of contact lenses, which will be fitted in class. Your K-readings and Rx must be included with 
your registration so that your lenses can be processed prior to course date. 


ONE-DAY LENS ADJUSTMENT SEMINAR: Provides the basic theory and practice required to perform 
ali contact lens adjustments. This course to include: The CON-LISH* process of uniform edge finishing; 
methods of applying a CN bevel; grinding, polishing, and blending of intermediate and peripheral 
curves. The fundamentals of proper lens inspection will be fully demonstrated. Skill in lens inspection 
will enable you to objectively verify each lens adjustment you make. 


SPRING 1960 SCHEDULE OF COMPREHENSIVE SEMINARS 


Three-Day Seminars Lens Adjustment Seminars City and State Hotel 
February 23-24-25 February 26 Memphis, Tennessee Peabody 
March 1-2-3 March 4 Detroit, Michigan Statler 

March 8-9-10 March 11 Washington, D. C. Statler 

March 15-16-17 March 18 Sait Lake City, Utah Utah 

March 22-23-24 March 25 New York, New York tVision Center 
April 5-6-7 April 8 Los Angeles, California Ambassador 
April 12-13-14 April 15 Phoenix, Arizona Westward Ho 
April 19-20-21 April 22 Miami, Florida McAllister 
April 26-27-28 April 29 New Orleans, Louisiana Jung 

May 3-4-5 May 6 St. Louis, Missouri 

May 10-11-12 May 13 Dallas, Texas Sheraton 

May 24-25-26 May 27 Boston, Massachusetts Sheraton-Piaza 
June 7-8-9 June 10 Montreal, Quebec Queen Elizabeth 
June 14-15-16 June 17 Philadelphia, Pennsylvania Sheraton 

June 21-22-23 June 24 Denver, Colorado Brown Palace 
*Trademart 


DUCTUS DEDICATIONE LEADERSHIP THROUGH. DEDICATION: 


tThis Seminar will be held at the Wesley /Jessen Contact ,oemams 
Lens Company, Vision Building, 635 Madison Ave., 
New York 22, N.Y. 


SEMINAR REGISTRATION FORM 


Please mail to THE PLASTIC CONTACT LENS COMPANY, 


(] Enclosed is my registration check for $65.00 for the 
Three-Day Contact Lens Seminar. 


[-] Enclosed is my registration check for$27.50 for the 
One-Day Lens Adjustment Seminar. 


5 South Wabash Avenue, Chicago 3, Illinois. A $25.00 DE- (Date of Seminar) City 
POSIT IS REQUIRED WITH ALL REGISTRATIONS. CHECK 
THE SEMINAR YOU DESIRE TO ATTEND: Name 


Note: If registering for the Three-Day Course, be sure to include 
your K-readings and Rx so we may process your lenses prior 
to seminar date. 


Your Mailing Address 


City Zone —_—_— State 
RECORD K-READINGS AND YOUR RX HERE: 


K-Readings: O. D. 


Refraction: O.D. 
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Monel Metal 


Applicator 


Used for nearly 20 years 
in the treatment of hyperplastic tissue, 
which cannot be surgically removed, 
at the Eustachian orifice 
or the fossa of Rosenmueller. 
Available through purchase 


or annual lease at a reasonable 


monthly rental. 


Write for details 


RADIUM CHEMICAL CO., INC. 


161 East 42nd St., New York 17, N. Y. 


SERVING THE MEDICAL PROFESSION FOR MORE THAN 45 YEARS 


3) 


THE PERFECTED 


steridroppa FLUOR STRIP 


Sterile fluorescein applicato 
disposable single dose For delineating corneal injuries. 


antees For determining site of 
sterility and stability intraocular injury. 
AT THE MOMENT OF USE 


OPHTHALMOS, inc. 


OiviSion OF OOHO 
100 VARICK NEW YORK I3 NW Y. 
IN CANADA: DOHO CHEMICAL CO., LTD., MONTREAL 3 
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JARDON 


Plastics Research Corporation 


CONTACT LENSES 


for the Medical Profession 


Precision-ground in our laboratory 


905 Kales Building Detroit 26, Michigan 


Fitting and teaching facilities available 
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CASE NO. ] 


Blood Coagulation Time 
3 min. 15 sec. 
Bleeding Time . 1 min. 30 sec. 


CASE NO. 2 


Blood Coagulation Time 
3 min. 25 sec. 
Bleeding Time . 1 min. 20 sec. 


CASE NO. 3 
Blood Coagulation Time . 3 min. 
Bleeding Time . 1 min. 30 sec. 

CASE NO. 4 
Blood Coagulation Time 


T H NO. § 


SALICYLATE 
(Brand of carbazochrome salicylate) 
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*U.S. Pat. Nos. 2581850, 2506294 


OF BLEE 


The mest common cause of bleeding is increased capillary permeability, 
according to recent studies. Coagulative defects, the least common 
cause, occurred in less than onc of every four patients whose 

chief complaint was abnormal bleeding.* 


Without a history of bleeding, there is no way of determining 
whether a patient tends to exhibit increased capillary permeability. 
Therefore many surgeons administer Adrenosem preoperatively 

aS a Standard safety measure. 


Adrenosem controls bleeding by decreas.:ng excessive 
capillary permeability and promoting retraction of 
severed capillary ends. Thus it controls the chief cause 
of Sleeding. its high index of safety, with no contrain- 
dications at secommended dosage levels, establishes 
Adrenosem as a standerd preventive measure, even 
where there is no history of abnormal bieeding.t 


A VALUABLE ADJUNCT TO SURGERY 


The preoperative use of Adrenosem adds an extra 
during surgical procedures. it makes good technic 
better, by providing a clear operative field. 


*E. Cheraskin: 

The Control of Bleeding, 
Am. Dent. Assn., 
58:17 (Apr., 1959). 


tExtensive bibliography 
available on request. 


AMPULS—1 cc., 5 mg. 
TABLETS—1 and 2.5 mg. 
SYRUP—each 5 cc., 2.5 mg. 
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BIOMICROSCOPY 


All the features of the Bausch & Lomb Thorpe Slit Lamp 
serve to speed and clarify diagnosis. Sensitive controls and 
“click-set” adjustments are combined in such ways as to 
synchronize focus of microscope and slit for precise advantage. 
It is an instrument second to none in optical quality, 

in illumination, in smooth-as-silk mechanical operation. 

For literature or a demonstration, contact your authorized 


B&L ophthalmic instrument dealer, or write: Bausch & Lomb 
Rochester 2, New York. 


= 
Sie 
A, 

Ree 

r 
3 3 
oO p e 
| 
4 ae 


HEARING 
PROBLEMS 


affect 


URGENT REQUEST 


The Uveitis Laboratory, University 
of California School of Medicine, San 
Francisco, is vitally interested in ob- 
taining freshly enucleated eyes from 
patients with all types of uveitis and 
other endogenous inflammations. At- 
tempts care being made to _ isolate 
etiologic agents from these eyes. 


The eyes should be placed in a 
sterile bottle, packaged with the his- 
tory and findings, and shipped as 
quickly as possible. Please send speci- 
mens special delivery, collect, and 
mark the ee “Fresh Tissue Spe- 
cimen—Rush.”’ Do not freeze or use 
preservatives of any kind. 


A report of isolations of organisms 
and pathologic findings, including oa 
slide, will be sent to the contributor. 
Credit will be given in any resuiting 
publications, if desired. 


Telegraph collect if specimen is being 
sent. Send eyes to... 
Samuel J. Kimura M.D., 
Michael J. Hogan, M.D., or 
Phillips Thygeson, M.D. 


of every 


Maico Audiometers are used 
by most otologists and clinics 
to detect and analyze hearing 
problems. 

Maico Hearing Aids provide 
maximum correction for all 


met: a hearing losses that can be 
Glide Action rehabilitated by a hearing 
TROMBOLITE instrument. 
Maico Hearing Aids are 
Completely Adjustable available for every type and 
Il ° “eae degree of loss. Styles are made 
umination: to suit nearly every wearing 
REVOLUTIONARY NEW TROMBOLITE puts more and preference. 
better light right where you want it. Blends 60-watt The Maico dealer nearest 
incandescent and 22-watt fluorescent in one fixture . 
for perfect “Vision Aid” lighting lamp, fon you you 
u separately too rm rotates fu » complete line. y not ca 
extends from 25 to 39 inches, tilts to any desir . . 
angle, stays put in any position. Reflector "tilts and him today. Or write us for free 
swivels in any plane. It’s the most _—— lighti literature. 
fixture ever devised—a boon to professiona sonslenal 
man. Shipped prepaid, complete an lamps. 
Desk model, illustrated. Prepoid.......... .$39.95 MAICO Electronics, Inc. 


Clamp-On, Wall Bracket, or Screw-down model 34.95 


BARNETT Optical Laboratories 
3120 North Cicero Ave., CHICAGO 41, ILL. 


Room 131F—21 North 3rd St., Minneapolis, Minn. 
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‘ in contact lenses 
Concentra® 


Corneal Lenses 
Lacrilens® Molded its OBRIG 
Plastic Lenses 
Solutionless FOR EVERYTHING IN SIGHT a 
Contact Lenses 
A pioneer in plastic contact lens develop- 
= Plastic Spherical ment and manufacture, Obrig Laboratories : 
a Contact Lenses maintains leadership in the contact lens field : 
Contact co through continuous, imaginative research. In . 
Cylindrical experience, facilities and range of products - 
Contact Lenses and services, Obrig will not be surpassed. The : : 
eterenn — list of Obrig products is a growing one; to its 7 
customers Obrig offers consultation and 
Gonioscopic Lenses assistance in problem fitting cases. In contact 
Colored _ it’ ing in sight. 
Siete tee lenses — it’s Obrig for everything in sigh 
Tinted 

Contact Lenses 
Wetting Solutions Obrig Laboratories, Inc. 
Molding Shells 75 East 55th Street, New York 22, N.Y. - PLaza 8-0960 ; 
Molding Equipment Florida: P. 0. Box 791, Sarasota : 
Radius Gauges oreign Branches : 

Textbooks 


San Jose, Costa Rica 


AN EMPLOYMENT 
REGISTRY FOR SCIENTISTS 


IMPORTANT in the basic sciences appertaining to 

NOTICE OPHTHALMOLOGY and OTOLAR- 
YNGOLOGY has been established by 
the American Academy of Ophthal- 


The Committee on the Conserva- mology and Otolaryngology. The 
Registry will aid in the placement of 
tion of Hearing urges any member candidates completing training who 


desire academic and _ investigative 
positions, and in the replacement 
of those already in such positions. 

Since the Registry will be of con- 


of the Academy who encounters a 


case of hearing impairment follow- 


ing administration of a drug, in- siderable service to scientists in the 
fields of Ophthalmology and Otolar- 
cluding an antibiotic, to report this yngology, it will be operated by the 


to the American Academy of Oph- Academy without fee or obligation. 


For further information and registry forms, 
write to 


thalmology and Otolaryngology, 15 


Second Street S.W., Rochester, AMERICAN ACADEMY OF 
OPHTHALMOLOGY AND 
OTOLARYNGOLOGY REGISTRY 
W. L. Benedict, M.D., Executive Secretary 
15 Second St. S.W., Rochester, Minn. 


Minnesota. 
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A COMPLETE TREATMENT ROOM IN A SMALL AREA 


The wall mounted treatment cabinet, treatment chair, cuspidor with suction shown above are contained in 
a 5 x 6 ft. space. Note the comparative absence of visible plumbing and electrical wires. Although this 
equipment may be used conveniently in a small area it need not be confined to this space. The floor 
cabinet con be substituted for the wall mounted type. A number of room arrangements will be furni 

on request. 


WALL MOUNTED TREATMENT UNIT: Covered with stainless steel. Contains: air regulator with gauge, 
tubing, cut-off and air filter; nasopharyngoscope rheostat; push button; cautery transformer and rheostat; 
otoscope transformer and rheostat: transilluminator complete with rheostat, cord, handle lamps, antrum 
and frontal tips; seven metal drawers on fibre runners and one large drawer for towels; waste container; 
bokelite covered work table 21” x 12”; space for five spray bottles, twelve solution bottles, shelf for cotton 
jars; pocket for history and prescription cards; spray bottle heater. Presents an attractive appearance and 
will not tarnish and is easy to keep clean. Price $195.00. Without air but with 
electrical equipment $165.00. With air equipment only $150.00 thout either air or electrical equipment 
$115.00. Complete set glassware $46.50. Otoscope head, coiled cord and handle $29.50 complete. 


FLOOR TYPE TREATMENT UNIT: Essentially the same as our wall mounted unit but designed for the 
physician who desires a movable floor type cabinet (glides are furnished if roll-around is "at desired). 
May be obtained with built-in pressure. No. 501 DeVilbiss pump is used. 


CHAIR: Can be placed in horizontal position, will not tip in this agent — and lowered by large hand 
wheel 18” to 24”; paper covered headrest removable; chair locks with foot-pedal; bokelite arm-rests re- 
movable. Bock locks rigidly in any position. Chair as shown but less light, in colors brown, rome or block 
$175.00 (other colors available at $5.00 extra). By adding a footrest and turning handle chair can be 
used for turning tests. This additional equipment is easily and quickly removable. Add $30.00. (Specify 
turning choir. 


COMBINED SUCTION AND CUSPIDOR: Designed to eliminate the cost of installing a separate suction. 
The apparatus is 12” wide and projects 13/4” from the wall. The ne rim and the suction is furnished 


with a vacuum breaker and should meet all plumbing requirements. Stop and trap not furnished. Available 
in ivory, green and white. Price $103.00 


INSTRUMENT TABLE: Table top size 11” x17”, heavy base of procelain enamel on gaeten, standard is 
chromium plated, table stainless steel. Single deck $34. 00, double deck (as shown) $40 


EXAMINING LIGHTS: Chair mounted light, a flexible goose-neck lamp which c aa 8) moved up or down, 

— a be a also be mounted on the wall as shown. Price $22.00. A telescopic light attached to +4 ceiling 
ttached to the base boord in back of chair. Available in 4, 5, 6 and 7 ft. (extended). 

$175 50 one dollar per additional ft.) . 


LIGHT SHIELD: Tokes an ordinary 100 watt lamp. Will not burst, spot can easily be rotated. $5.00. 


PHYSICIAN’S STOOL: A soft upholstered stool with easy running ball bearing stem casters (shown). $20.00. 
Stool with back, $26.00. Colors as listed for treatment chairs. 
All Prices are F.O.B. Los Angeles, Calif. 


Slightly Higher Outside of U. S. 


Surgical — Mechanical — Research, Inc. 
ESTABLISHED 30 YEARS 


1901-1903-1905 Beverly Bivd. SMR Los Angeles 57, Calif. 
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to make the most of your talents and techniques... 


TR Electronic Tonographer 


The new dual model—improved Electronic Tonometer and synchro- 
nized direct-writing recorder in one compact unit—brings greater 
accuracy and ease to both routine tonometry and clinical tonography. 
Developed through V. Mueller research. New brochure upon request. 


CO. 


Fine Surgical Instruments and Hospital Equipment Since 1895 


330 S. HONORE STREET, CHICAGO 12, ILLINOIS 
DALLAS « HOUSTON LOS ANGELBS ROCHESTER, MINN. 
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As shown by retinal photography, rapid 
absorption of retinal hemorrhages fol- 
lows use of IODO-NIACIN. These re- 
sults have been established in a series 
of 22 cases, 12 of retinal and 10 of 
vitreous hemorrhages!. 


IODO-NIACIN Tablets contain potas- 
sium iodide 135 mg. (2% gr.) and 
niacinamide hydroiodide 25 mg. (% 
grt.). The dosage used was 1 tablet 
three times a day. For greater effect 
this dosage may be doubled. 


IODO-NIACIN may be administered 
in full dosage for a year or longer with- 
out any iodism or ill effect?. A. Am. J. Ophth. 42:771, 1956. 
2. Am. J. Digest Dis. 22:5, 1955. 


action, IODO-NIACIN Ampuls may be 
used intramuscularly or intravenously. 


COLE CHEMICAL COMPANY AA-5 
IODO-NIACIN Tablets are supplied in |! 3721-27 Laclede Ave. 
bottles of 100. Slosol coated pink. | %t- Louis 8, Mo. 

oe q Gentlemen: Please send me professional literature and 


CHEMICAL COMPANY: 
3721-27 Laciede Ave., St. Levis 8, Mo.! zone evats........... 


In emergencies, for rapid and intensive 3. Med. Times 84:741, 1956. “U.S. Patent Pending 


Write for professional samples and literature 
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Who will provide GLARE PROTECTION 
for your Patients? 


Druggist, grocer, clerk — or You? 


Join those doctors who rely on Benson's 


complete stocks of lenses and hundreds 
of beautifully styled frames. 


For an added margin of safety, specify HARDRx® 
Toughened Lenses, warranteed for one year! 


BENSON OPTICAL COMPANY 


Executive Offices «+ 1812 Park Ave., Minneapolis / specia/ists in prescription optics since 1913 
COMPLETE LABORATORIES CONVENIENTLY LOCATED IN UPPER MIDWEST CITIES 


A PROPOSED CHANGE IN THE NORMAL 
HEARING REFERENCE LEVEL 


The American Standards Association, the national otological societies, and 
other professional organizations agree with the International Standards Asso- 
ciation that now is the time to have all audiograms recorded in the same way 
throughout the world, so that a given hearing level will mean the same thing 
to everyone. 


A proposed international audiogram chart which will facilitate a change-over 
from the present American standard decibel scale to an international scale, 
together with an explanation of the mechanism for doing this, is printed as an 
addendum to 


A GUIDE TO THE CARE OF ADULTS WITH HEARING LOSS 


A Manual 


Prepared for the Use of Graduates in Medicine by the Subcommittee on 
Hearing in Adults of the Conservation of Hearing Committee of the American 


Academy of Ophthalmology and Otolaryngology. New — 1960. 
Price $1.00 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
15 Second Street $.W., Rochester, Minnesota 
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... the broad approach to disorders of the anterior segment 


PREDNECIDIN .. .a virtually non-sensitizing formulation of topically 
effective agents, taking advantage of synergistic action within each of 
two different classes of compounds — prednisolone combined with phenyl- 
ephrine and neomycin sulfate combined with gramicidin (1), (2). 


PREDNECIDIN ... affords prompt, prolonged control over an ex- 
tremely wide range of ophthalmic disorders, such as inflammatory, 


allergic, infectious and traumatic conditions involving the anterior segment  gouvia’ 3 


PREDNECIDIN 
of the eye, the lids and the conjunctiva. deat ps 


ORME OPETRAL ENC 
1$0-SOL CO. Inc. 
~ 


PREDNECIDIN ... is available in 1.2ce Drop- i 


perettes® and in 7%cc Lacrivials.® 


Write for sample and literature 


* THE 1SO-SOL COMPANY, INC. - Lindenhurst, New York 


(1) Gordon, D. M.: Am. J. Ophth. 47:536, 4/1959 © (2) Baker, W. B.: Aspects of Several Antibiotics, Drug & Cosmetic industry, 12/1954 
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Acute conjunctivitis! before treatment, showing engorged irregular superficial vessels 


NOW...the true solution for } 
fast anti-inflammatory response 


and no irritating steroid particles 


@ mg. for mg. the most active steroid topically—up to 40 times the potency 
of hydrocortisone 


@ optimal not minimal steroid concentration in true solution for peak effective- 
ness . . . maximal contact at the site of the lesion 


@ quick-acting broad antimicrobial activity when infection threatens recovery 
@ superior patient comfort—no stinging, no irritating particles, bland carrier 


1. Gordon, D. M.: Scientific Exhibit, American Medical Association, Annual Meeting, San Francisco, 1958. 
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4 days after treatment ACTUAL CLINICAL PHOTOGRAPHS 


OPHTHALMIC SOLUTION 


DEXAMETHASONE 21-PHOSPHATE—NEOMYCIN SULFATE 


raima h 


: Trauma ical, chemical or thermal; Steroid 
conjunctival, corneal, or uveal tract inflammation involv- 
ing the anterior segment; allergy; biepharitis. 
posace: NeoDECADRON Ophthalmic Solution (0.1%)— 
One drop 4-6 times daily. NeoDECADRON to. 
NeoDECADRON Ophthalmic Ointment (0.05%)— Ophthalmic 0.1% 1 mg./cc. 
Applied 3-4 times daily. Solution mycin base) 
In severe or sight-threatening conditions, the frequency : 
of administration may be increased. Systemic therapy DECADRON 5 cc. (4 02.) 
with DECADRON Tablets may be prescribed adjunctively. Mrmr 1 mg./ec. sterile dropper- 
PRECAUTION: Steroid therapy should never be employed in rere bottles 
the presence of tuberculosis or herpes simplex. 


Additional information is available to physicians on request. NeoDECADRON 5 mg./Gm. 


(equivalent to | 3.5 Gm. (% 
Ophthalmic 0. 0.5 mg./Gm tubes 


Ointment 3.5 mg. neo- 
*NeoDECADRON and DECADRON are trademarks of Merck & Co., INC. mycin base) 


active ingredients 
Dexamethasone | 
Product Concen- 21-Phosphate (as 
tration the disodium salt) 


DECADRON 


MERCK SHARP & DOHME gine | | | 
Division of Merck & Co., Inc. «© Philadelphia 1, Pa. Ointment 
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UNIFORM © STURDY 


DEPENDABLE 


DELICATELY SHARP i 


SURGICAL KNIVE » BY 
Rudolph 


RELIANCE UA 
Model 475-FB Foot-Operated 
Hydraulic EENT Chair 


Superbly built; maintenance-free; reasonably priced. Easy 
to raise — space-saving, alweys comfortable. 


@ Single lever raises, lowers, and locks revolving action 
@ Fully adjustable head rest 

@ Chair back reclines to ony desired angle 

@ Trouble-free sealed hydraulic unit 


@ Base column in choice of colors, 
other parts chrome-plated 


@ Matching or contrasting GENUINE LEATHER upholstery 
@ Also available without foot rest (Model 475-F) 


No. 406 STOOL 


Maximum comfort and convenience. 
Seat raises instantly from 21” to 
31”. Upholstered in GENUINE 
LEATHER over thick rubber pad. 
Seat revolves freely. Back rest ad- 
justable 3 ways. Brillicnt chrome base. 


No. 400 Stool—identica!l to above, 
without back rest. 


thorized dealer, or 
Dept. T-6, 96 Caldwell Drive write for brochures. 


Cincinnati 16, Ohio 


rar. KOENIGKRAMER CO, ot your ov- 
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ophthalmic products 
with distinctive advantages... 


I ® their wide-spectrum bactericidal activity includes 


- ALL clinically isolated strains of Pseudomonas aeruginosa. 
: a serious invader noted for the rapidity of its destructive powers. 


® their component antibiotics rarely sensitize. 


ANTIBIOTIC OPHTHALMIC SOLUTION 


Available in bottles of 10 cc. with sterile dropper. 


ANTIBIOTIC OINTMENT 


Available in % oz. ophthalmic tubes. 


ANTIBIOTIC OINTMENT 


Available in % oz. ophthalmic tubes. 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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‘‘Add a pair for outdoor wear”’ 


Your patients need and want outdoor glasses. 
Unless you recommend them, however, many will 
buy cheap sun glasses that may fit poorly, distort 
vision and provide inadequate protection. Your 
suggestion to “‘Add A Pair For Outdoor Wear’’ is 
therefore timely, practice-building and in the best 
interests of your patients. 

AO Outdoor Glasses are tops in style and 


American 


quality. Recommend AO Calobar®, Cosmetan® 
and True Color, combined if you like with glare- 
eliminating Polaroid* elements. AO also offers 
these three absorptive colors throughout its oph- 
thalmic Rx line, including Single Vision, Multi- 
focals and AOLITE. 

Available through your local AO Branch or AO 
Franchised Distributor. 


©, Optical 


COMPANY 
Since 1833 ... Better Vision for Better Living 
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for induction anesthesia 
there’s no “fighting” it 
VINETHEN E’ 


CVINYL ETHER FOR ANESTHESIA, USP) 


Patients rarely fight induction with VINETHENE. 
Its action is rapid and smooth, seldom causing 
excitement or nausea. Used prior to maintenance 
with ether, VINETHENE largely spares the patient 
from irritation to mucous membranes. 

Also valuable in short operative procedures by 
itself and as a complement to less potent agents 
such as ethylene or nitrous oxide. VINETHENE has 
been used with confidence for well over 25 years. 
SUPPLIED: In 10-cc.. 25-cc.. 50-cc.. and 75-cc. bottles, 

each with adjustable plastic dropper cap. 
VINETHENE ts a trademark of Merck & Co., Inc. 


MB MERCK SHARP & DOHME 
Division of Merck & Co.. inc., Philadelphia |. Pa. 
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ANTIBIOTICS? ANTIBIOTIC-STEROIDS? STEROIDS? 


All Alcon antibiotics/steroids have these advantages: they contain Methylcellulose, a chemi- 
cally inert vehicle that holds drugs in contact with the eye 6 to 8 times longer than simple 
aqueous solutions and serves as a soothing, comfortable lubricant... tonicity and pH adjust- 
ments to assure optimum patient comfort and maximum therapeutic effectiveness .. . sterile 
5 cc. Drop-Tainer® packaging reduces the likelihood of contamination during use . . « 
preservatives added. 


_Whateve 


decisio 


product of 
Choice 


ISOPTO® P-N-P for common, mildly inflammatory, external ocular infections; contains 
Polymyxin B Sulfate (16,250 units/cc.), Neomycin Sulfate (5 mg./cc.), Phenylephrine 
HCI (0.12%), aid Methylcellulose (0.5%). 


ISOPTO® P-H-N for less common, severely inflammatory ocular infections that require 
steroid therapy; contains Polymyxin B Sulfate (16,250 units/cc.), Hydrocortisone (0.5% or 
1.5%), Neomycin Sulfate (5 mg./cc.), Methylcellulose (0.5%). 


ISOPTO® HYDROCORTISONE for inflammatory ocular lesions in the absence 
of bacterial or virus infections; contains Hydrocortisone (0.5% or 2.5%) and 
Methylcellulose (0.5%). A/so available: |sopto® Cortisone (0.5% or 2.5%). 


ISOPTO® STEROFRIN for ocular allergies or other inflammatory conditions 
in the absence of infection; contains Hydrocortisone (0.5%), Phenylephrine HCI 
(0.12%), and Methylicellulose (0.5%). 


Available at prescription pharmacies throughout the United States and Canada 
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Fast...Easy 
...and Routine 
with the Noyori 
Hand Fundus 


Camera 


Ie’s no longer necessary to bring the patient 
to the camera when fundus photos are 
required to study, compare or document 

a case. The Noyori Hand Fundus Camera 
is portable . . . compact . . . always ready 
for instant use. Can be easily carried 

to your patient's very bedside. 


Operation is simple and fast . . . no new 
techniques to master. You use it 

as naturally as your Ophthalmoscope. 
Observe through the eyepiece .. . make two 
easy focusing adjustments . . . 

press foot pedal to release flash and 

shutter simultaneously. 


All motion is stopped at the critical 

instant of exposure with a special electronic 
speedlight that illuminates the viewed 

fundi for 1/1000 of a second. 

Your observations are permanently recorded 
on film for review anytime you wish. 


» American Optical 


 Gompany 


INSTRUMENT DIVISION, BUFFALO 15, NEW YORK 


Complete... nothing else to buy 
..-just the film 


Here is everything you need to record minute fundus condition 
changes ...on the spot: Precision camera unit, power pack, foot 
switch and accessory eyepieces . . . all in a sturdy fitted carrying 
case. Uses standard black and white or full color 35mm film. 
Ask your AO Representative or Ophthalmic Instrument Supplier 
for further information on this outstanding development in 
Fundus Photography ... the Noyori Hand Fundus Camera. . . 
or send coupon today. 


Dept. E 255 
Please send complete information on Noyori Hand Fundus Camera. 
Name 
Address 
City Zone State 
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"SAFE AURALGESIC 


IN ACUTE EXACERB 
EXTERNAL OTITIS” 
ALLERGIC EARS - 


FOR INFECTI 
| AND NON-INFECTIOUS 
THROAT INVOLVEMENTS 


100 VARICK ST., NEW YORK 


: 


CLAMPS 
E-2961 through E-2965 
are with 
E-2950  Electro-Keratotome 


for cutting of buccal mu- 
cous grofts. 


CASTROVIEJO 


is used only. 


Electro-Keratotome 


For the Dissection of Corneal Lamellar 
Grafts and Buccal Mucous Grafts 
for Plastic Repair 


Procedure is shortened, and minimally trau- 
matized grafts of even thickness and as 
large as permitted by the donor's eye are 
obtained, a result difficult to achieve by 
older methods, especially with larger grafts. 


@ Small enough to observe the donor eye for which it 


@ Edge of cutting blade visible through open roller 


guards, enabling surgeon to start and complete 
graft at exact margins. Uses small, disposable, 
double-edged razor blade. Simple mechanism. 


@ Shims are provided in thickness of 0.1, 0.2, 0.3, 
0.4 and 0.5 mm., permitting grafts from 0.1 to 1.5 


mm. thick. This method 


so accurately controls the 


thickness that two grafts of 6 mm. diameter have 
been removed from a single donor eye. 


tiva. The mucous 


Instrument also useful for... 


cutting buccal mucous grafts for plastic repair in cases 
of symblepharon or extensive scarring of the conjunc- 
ane can be taken from the 


buccal surface of lip or cheek. It cuts the grafts so 
thin that they need no further thinning, which was 
impossible with previous instruments. 


Head of instrument is Stainless Steel. Motor is rotary 
type, AC or DC, 110 V. 


Ref., Am. Journal Ophth., Feb. 1959 


E-2961 

E-2962 
E-2963 
E-2964 
E-2965 


CLAMPS 


E-2950 Electro-Keratotome, CASTROVIEJO: with one dozen 


Clamp, Lip, CASTROVIEJO: “‘T” shape.... 


Clamp, Lip, CASTROVIEJO: right... 


STORZ INSTRUMENT COMPANY 
4570 AUDUBON AVENUE, ST. LOUIS 10, MO. 


New York Showroom: 157 E. 64th St. at Lexington Ave. 
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DEMECARIUM BROMIDE 


25% solution. in 


-TSOFLU ROPH ATE. 


instillation daily 


\ 


wo days to one week © hi phy 
© two topical dosage 
; 0. 025% ointment in3.5G 


useful in breaking up peripheral synechiae with conjunctival. 
 fluid-@ stable—refr tion not required 5-cc. vial with drope & 
MERC DOHME, bivision oF MERCK & CO., INc., PHILADELPHIA 1, 
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XV Wherry Memorial Lecture 


CHRONIC LYMPHOEPITHELIAL SIALADENOPATHY 
WITH SIALODOCHIECTASIS 


James H. Maxwe t, M.D. 
ANN ARBOR, MICHIGAN 


It is with deep humility that I accept 
the honor bestowed upon me by this 
Academy. In commemorating the name 
of Dr. William P. Wherry we recall the 
driving force and tireless energy with 
which he served this Academy and 
Otolarvngology from 1920 until the time 
of his death in 1942. Although many of 
us did not have the privilege of know- 
ing Dr. Wherry personally, we may en- 
joy the fruits of his labors at these 
Academy meetings, which still reflect 
his educational and organizational plan- 
ning. 


The title of this Memorial Lecture is 
Lymphoepithelial Sialadenopathy. My 
objective is an attempt to dispel some 
of the confusion that surrounds the 
terms Mikulicz’s disease and Mikulicz’s 
syndrome, and to report on research 
projects in the Department of Otolaryn- 
gology at the University of Michigan 
Medical Center. 


In the year 1888, Johann von Miku- 
licz reported a case of chronic enlarge- 
ment of the lacrimal and salivary glands 
at a meeting of the Society for Scien- 
tific Medicine at Konigsberg. In 1892 
he published a detailed description of 
this patient along with a review of sim- 
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ilar cases which he had been able to dis- 
cover in a perusal of the available litera- 
ture. This paper was entitled ““Concern- 
ing a Peculiar Symmetrical Disease of 
the Lacrimal and Salivary Glands.”!’ 
Mikulicz’s patient was a 42-year-old, 
otherwise healthy, farmer whose lacri- 
mal and salivary glands were palpable 
as firm, rather fixed, hard tumors. Even 
the sublingual and palatal glands were 
enlarged. There was no demonstrable 
abnormality of the internal organs, no 
lymph gland enlargement, and no leuko- 
cytosis. A copious secretion of saliva 
was noted during the examination. The 
enlargement of the lacrimal glands had 
been noted for seven months; the other 
painless swellings in the mouth and at 
the angles of the jaw appeared some- 
time later. 


Since the patient’s major complaint 
was swelling of the eyelids, portions of 
the lacrimal glands were removed. The 
relief was temporary, however, and re- 
currence of the tumors within two 
months prompted removal of both lac- 
rimal glands and both submaxillary sal- 
ivary glands. 


Two months later the patient reported 
by letter that he “was very well and sat- 
isfied with his condition.” The parotid 
swellings had increased but were not 
troublesome. Two weeks after this re- 
port, the patient suddenly fell ill with 
signs of peritonitis, and died nine days 


» 
: 
tr 
7 7 7 
i 
Wit 
g 
ig 
1 
= 
4 
<i 
4 
> 
— 
Va 
| 
: 
i 
: 
= 


226 


later. It was stated that the parotid 
swellings practically disappeared during 
his terminal illness. 


Microscopic examination of the sub- 
maxillary glands revealed a massive 
small round cell infiltration of the in- 
terstitial connective tissue. Since groups 
of apparently unchanged acini were 
seen embedded in the mass of small 
round cells, it was concluded that the 
true parenchyma of the gland “played 
an entirely passive role.” 


Mikulicz was unable to define the 
pathogenesis of these tumors, stating 
that the histologic picture was not typ- 
ical of a round cell sarcoma. The clinical 
behavior did not correspond to that of a 
“true sarcoma.” Histologically, he felt 
that the condition was a tumor of lymph- 
oid tissue and regarded it as belong- 
ing to the lymphosarcoma group; but 
apparently he finally concluded that the 
condition represented an “infectious or 
parasitic process in the broadest sense 
of the word.” 


In 1909, Campbell Howard!! re- 
viewed the published cases of Mikulicz’s 
syndrome and divided them into three 
groups: Mikulicz’s disease proper, 
pseudoleukemia, and leukemia. This 
classification was obviously inadequate, 
for the first group included various con- 
ditions of known specificity. Howard’s 
theory that Mikulicz’s disease proper 
could progress to a pseudoleukemia, and 
then to a leukemic phase, was obviously 
in error, but rather widely accepted for 
some time. 


In 1907, Napp,”° after reviewing the 
many case reports that followed Miku- 
licz’s publication, expressed the opinion 
that the condition could be produced by 
many factors, including leukemia, pseu- 
doleukemia, lymphomatosis, and tuber- 
culosis. He reported one case due to 
tuberculosis. 
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In 1927, Shaffer and Jacobson,’ re- 
ported ten cases of Mikulicz’s syndrome 
seen in Johns Hopkins Hospital from 
1910 to 1927. Four of these patients, 
three children and one adult, had lym- 
phatic leukemia. One had lymphosar- 
coma, and one, a 12-year-old boy, had 
uveoparotid fever (Heerfordt’s disease ) 
but no biopsy specimen was taken. His 
symptoms subsided under radium and 
roentgen therapy. The remaining four 
patients were considered to have “ Miku- 
licz’s disease proper, as no definite etio- 
logic agent could be discovered.” How- 
ever, three of these four had syphilis 
and in the other the reaction to the Was- 
sermann test was positive. Pathologic 
material was obtained in only one of this 
latter group, but this patient died of 
pneumonia, syphilis, endocarditis, and 
aortic insufficiency. There was general- 
ized lymphadenopathy and enlargement 
of the lacrimal and parotid glands. The 
lacrimal glands showed “several areas 
of infiltration with small round mono- 
nuclear cells.”” The parotid glands were 
not studied microscopically. Of the other 
three patients, one recovered after 
roentgen therapy and two could not be 
traced. 


The author reclassified Mikulicz’s 
syndrome into symptomatic and idio- 
pathic groups as follows: 


I. Mikulicz’s disease 
A. Familial 
B. Mikulicz’s disease proper 


II. Mikulicz’s syndrome 
Leukemia 
. Tuberculosis 
Syphilis ? 
Lymphosarcoma 
. Toxic 
Lead, iodides, ete. 
Gout? 
Uveoparotid fever 


D 
E 
G. 


This classification represents some 
improvement in that the conditions un- 
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der group II have been separated into 
specific lesions. However, the grouping 
still lacks homogeneity. Most important- 
ly, the classification is not based entirely 
on histopathologic findings. The con- 
tinued use of the terms Mikulicz’s dis- 
ease and Mikulicz’s syndrome is confus- 


ing. 


Sjogren’? in 1933 described a condi- 
tion characterized by keratoconjuncti- 
vitis sicca, dry mouth, parotid gland en- 
largement, and polyarthritis. Since then, 
many cases of this so-called Sjogren’s 
syndrome associated with rheumatoid 
conditions have been recorded. It has 
been attributed by some to vitamin de- 
ficiencies and both vitamin A and ribo- 
flavin have been implicated. Others have 
felt that it was the result of endocrine 
dysfunction associated with the meno- 
pause ; but still others have reported it in 
young females with no apparent men- 
strual disturbance. Lutman and Fava- 
ta'* stated that three cases which they 
had observed were all in slender nervous 
women with excitable temperaments. 


Morgan and Castleman in 1953!9 
made a study of the clinical and patho- 
logic aspects of a group of eighteen cases 
considered to be Mikulicz’s disease. 
They stressed the importance of histo- 
logic recognition of Mikulicz’s disease 
and the separation of this group of cases 
from other conditions which could pro- 
duce the so-called syndrome in order 
that proper therapy and prognosis could 
be offered. Differentiation from malig- 
nant lymphoma proved to be the most 
difficult problem because the lymphoid 
tissue was the predominant element in 
each instance. In reviewing their cases 
of malignant lymphoma of the salivary 
and lacrimal glands, they found that 
subsequent events justified the diagnosis 
of malignant disease in some instances, 
but in six individuals who were living 
and well nine to sixteen years after sur- 
gical removal of the tumor, the previous 


XV WHERRY MEMORIAL LECTURE 


227 


diagnosis was questioned. In each of 
these, a review of the histologic slides 
demonstrated an unusual change in the 
duct epithelium, which was investigated 
as a possible pathognomonic feature of 
Mikulicz’s disease. They collected for 
study eighteen cases of this type from 
their own and neighboring laboratories. 
There was considerable variation in the 
pathologic diagnoses that had been made 
previously in this group of cases. 


They concluded that the disease is of 
a benign chronic nature found predomi- 
nantly in middle-aged females. The lacri- 
mal glands are involved far less fre- 
quently than the salivary glands, of 
which one or more may be affected. Dif- 
fuse enlargement of the involved gland 
with preservation of normal lobular 
architecture is a distinguishing feature. 
The two histologic characteristics are 
(1) replacement of the acinar paren- 
chyma by lymphoid tissue and (2) the 
production of epimyoepithelial islands 
as the result of the intraductal prolifera- 
tion of epithelial and myoepithelial ele- 
ments. The latter feature is considered 
by the authors to be diagnostic of Miku- 
licz’s disease. | 


Because of the similarities between 
Mikulicz’s disease and Sjégren’s syn- 
drome, the authors postulated that per- 
haps Mikulicz’s disease is not a distinct 
clinical and pathologic entity but merely 
a localized manifestation of the more 
generalized complex described by Sjé- 


gren. 


Morgan,'® in 1954, investigated ““The 
Probable Systemic Nature of Miku- 
licz’s Disease and Its Relation to Sjé- 
gren’s Syndrome.” He had seen one of 
Sj6gren’s photomicrographs of the pa- 
rotid gland which showed the identical 
changes which Morgan and Castleman 
had considered characteristic of Miku- 
licz’s disease. Morgan reviewed Sj6- 
gren’s original microscopic slides, the 
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clinical records of the eighteen cases of 
Mikulicz’s disease that he had studied 
with Castleman, and other reported cases 
of SjOgren’s syndrome. His review dis- 
closed the following data: 


1. Most of Sjogren’s patients had the 
‘typical histologic picture of Mikulicz’s 
disease. 


2. In his previously recorded 18 pa- 
tients with Mikulicz’s disease, two had 
keratoconjunctivitis sicca, two had eye 
complaints not thoroughly studied, sev- 
eral had complained of dry mouth, and 
five had a history of arthritis. Thus, nine 
of the 18 patients had one or more fea- 
tures of SjOgren’s syndrome. 


Morgan concluded that the two con- 
ditions were related, if not the same 
disease. He also felt that presence or 
absence of lacrimal gland involvement 
should not be a basis for the separation 
of the two conditions. A biopsy of one 
lacrimal gland that was not enlarged 
clinically in a patient who had Sjogren’s 
syndrome showed the _ characteristic 
changes of Mikulicz’s disease. 


Morgan felt that study of reported 
cases strongly suggested a systemic ori- 
gin of Mikulicz’s disease. He urged 
greater cooperation among the several 
services of a hospital to which patients 
with one or more of the findings of 
Sjogren’s syndrome might be admitted. 


Mikulicz, in his original paper, com- 
mented on the nature of the small cell 
infiltration which corresponded to the 
properties of a tumor of lymphoid tissue 
and stated that one could “think histo- 
logically of a lymphoma or lymphosar- 
coma.” His next statement is indeed 
significant. “Herewith we resign our- 
selves to an unsafe ground, to a field in 
which clinical observation and histologic 
investigation are not yet brought fully 
into accord and in which the nomen- 
clature is still inexact and ambiguous.” 
How well this statement applies today! 
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The contributions of Sjogren and 
those of Morgan and Castleman have 
been significant advances in the efforts 
to determine the histopathologic char- 
acteristics and the pathogenesis of these 
lesions. Morgan’s later contribution 
presents a most convincing argument 
that Mikulicz’s disease and Sjogren’s 
syndrome are related, if not the same 
disease. 


A comprehensive review of the volu- 
minous literature on chronic non-neo- 
plastic enlargements of the major sali- 
vary glands done over the period of the 
last several years, and which will not be 
recited here, left me in a state of com- 
plete confusion regarding the classifica- 
tion of these lesions. I need only to men- 
tion the titles of a few papers describing 
benign parotid enlargements to empha- 
size this statement. As synonyms to the 
title “Benign Lymphoepithelial Lesion 
of the Parotid Gland,’ Godwin’ used 
the terms adenolymphoma, chronic in- 
flammation, lymphoe pithelioma, lympho- 
cystic tumor, and Mikulicz’s disease. 
Shellito and Stofer,?’ in an article en- 
titled ““Lymphoepithelioma of the Paro- 
tid Gland,” described a benign lesion. 
The title “Mikulicz’s Syndrome in 
Chronic Leukemia” was used by Rad- 
ding,?* and the term /ymphoblastoma- 
tous Mikulicz’s disease has been used by 
several pathologists. 


The members of the staff of the De- 
partment of Otolaryngology at the Uni- 
versity of Michigan Medical Center 
have had the opportunity to observe 
many parotid gland tumors and inflam- 
matory swellings over a period of years 
and have had the same frustrations in 
diagnosis and classification as have oth- 
ers interested in this field. Certain dis- 
crepancies made it obviously desirable to 
formulate a classification in which there 
was some semblance of correlation 
among the clinical, pathologic, radio- 
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graphic, and laboratory data. For ex- 
ample, cases of “recurring parotitis in 
children” and “recurring parotitis in 
adults,” both of which have been de- 
scribed as clinical entities by many au- 
thors, were sometimes suppurative, as 
indicated by frank pus at the mouth of 
Stensen’s duct, but many times were 
nonsuppurative, as indicated by the pro- 
duction of thick, gelatinous saliva or, in 
other instances, clear saliva which was 
sterile. Some of the recurrent suppura- 
tive lesions were associated with cal- 
culi and others not. The grouping of 
pathologically distinct benign and ma- 
lignant lesions together under the head- 
ing “Mikulicz’s syndrome” is undesir- 
able. Likewise, there seems to be no rea- 
son except for the presence of lympho- 
cytes to group cases of Warthin’s tumor, 
or papilliferous lymphoid cystadenoma, 
with cases of diffuse lymphoid infiltra- 
tion and ductal dilatation showing epi- 
myoepithelial proliferation. There are 
many reports of benign hypertrophy and 
familial, and even endemic, hyperplasia, 
diagnoses which are not substantiated 
by sialography or histologic study. One 
further confusing point is the fact that 
I have seen in one instance a rather typi- 
cal epimyoepithelial island, said by Mor- 
gan and Castleman to be pathognomonic 
of Mikulicz’s disease and Sjogren’s syn- 
drome, in the parotid tissue of a patient 
who died of generalized lymphoblasto- 
matosis. Finally, so far as I know, no 
one has defined exactly the disease 
which the patient of Mikulicz had. It 
was an interesting syndrome, the re- 
porting of which certainly prompted an, 
as yet, unending controversy among 
pathologists, internists, allergists, pedia- 
tricians, and otolaryngologists. 


Detailed studies of patients with vari- 
ous parotid tumors, infections, and 
asymptomatic enlargements have been 
undertaken at Michigan in an effort to 
formulate a more workable classifica- 
tion. 


A classification of epithelial neo- 
plasms was presented before this Acad- 
emy in 1952.15 It is not acceptable to 
many pathologists, but it has served us 
well in our efforts to correlate the clin- 
ical behavior of certain neoplasms with 
their histologic architecture, and thereby 
assist in determining the required ex- 
tent of surgical removal. 


After the standardization of a method 
of sialography? done under reasonably 
aseptic precautions and designed to 
show both the filling and emptying 
phase, this procedure was used on every 
patient with chronic or recurring swell- 
ings of the parotid glands seen at Uni- 
versity Hospital. Histologic studies were 
done on biopsy specimens and various 
laboratory tests and clinical investiga- 
tions performed as deemed indicated. 


It was soon found that these patients 
could be divided into groups on the ba- 
sis of some common denominators. In 
general, either the duct pattern was 
found to be normal, to have dilatation 
of the major ducts with postevacuation 
retention, or to show ectasia of the in- 
tralobular ducts in degrees varying 
from small punctate collections to mas- 
sive excavations. It became clear that 
these two latter groups represented ob- 
structive and nonobstructive sialadeni- 
tis, respectively. It was noted clinically 
that the glands in each instance were 
susceptible to secondary and probably 
ascending infection, but the obstructive 
types of sialadenopathy, whether due to 
stone or stricture, seemed more prone to 
chronic suppuration. 


Nineteen adult patients, sixteen wom- 
en and three men who had chronic or 
recurrent parotid enlargement with ra- 
diographic evidence of sialectasis, were 
studied in some detail. 


In none of these was there enlarge- 
ment of the lacrimal glands. 
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Of the sixteen females, ranging in 
age from 19 to 62 years but the majority 
being near the age of menopause, eight 
had rheumatoid arthritis, thirteen had 
keratoconjunctivitis sicca, and all com- 
plained of dry mouth, thus meeting the 
criteria for diagnosis of Sjogren’s syn- 
drome. The three males had only parotid 
enlargement. 


All had lupus erythematosus cell tests 
which were negative. Ten biopsy speci- 
mens were removed, and all showed dif- 
fuse lymphoid infiltration, epimyoepi- 
thelial proliferation, and dilatation of the 
intralobular ducts. 


The salivary secretion was smeared 
and cultured in nine instances. Five 
showed the presence of streptococcus 
viridans and four revealed no growth. 


In eight cases of SjOgren’s syndrome, 
thyroid salivary studies were done to 
show the salivary-blood serum protein 
bound iodine ratios. The results were in- 
conclusive. 


Seven patients with Sjégren’s syn- 
drome had follicle stimulating hormone 
and total estrogen determinations which 
showed nothing abnormal. 


In support of the thesis that so-called 
Mikulicz’s disease and Sjogren’s syn- 
drome are the same disease, it was in- 
teresting to note that in two patients 
there was only asymptomatic parotid 
swelling when the patients were first 
seen. Sialography, however, showed ec- 
tasia, and biopsy specimens demonstrat- 
ed the typical changes of lymphoid in- 
filtration, proliferation of ductal epi- 
thelium, and ectasia. Over a period of 
several years these patients have de- 
veloped rheumatoid arthritis, dry mouth, 
and keratoconjunctivitis sicca. In one 
patient the disease was first diagnosed 
as a typical case of “recurrent parotid 
suppuration.”’ She was shown by biopsy 
and sialography to have findings typical- 
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Later she developed rheumatoid arthri- 
tis, then Raynaud’s phenomenon, then 
chronic conjunctivitis, but no keratitis. 


Of particular interest was the group 
of twelve chidren with chronic and re- 
curring enlargements of the parotid 
glands with and without suppuration. 
Studies on this group are being con- 
tinued and will be the subject of a fu- 
ture publication.* There are four males 
and eight females, ranging in age from 
four months to thirteen years. The 
youngest has had bilateral parotid en- 
largement since birth, chronic conjunc- 
tivitis, and radiographic evidence of a 
punctate type of sialectasis. No biopsy 
specimen has been taken. 


Cultures were taken in seven of these 
12 children. Four showed pneumococci, 
two grew a Streptococcus viridans, 
and one showed no growth. 


A biopsy specimen was removed 
from one patient, aged 8 years. It dem- 
onstrated heavy lymphocytic infiltration 
and dilatation of intralobular ducts. 


In four children, follicle stimulating 
hormone and total estrogen determina- 
tions were made but found to be within 
normal limits. 


Suggestive of an endocrine imbalance 
was the finding that the parotid swelling 
decreased and the patients became 
asymptomatic at about the time of the 
menarche in two instances. 


Recurrent sialadenitis in children has 
been considered a clinical entity and 
there are many excellent accounts of the 
condition, such as that by Pearson,?4 
who stresses the allergic nature of the 
disease in a high percentage of cases. 
Plugs of eosinophiles have been de- 
scribed as being expressed from Sten- 
sen’s duct.!° In this present series of 
patients, there was no instance in which 
there was good clinical evidence that 
allergy played a major part. 
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Radiographically and _ histologically, 
these cases in children were indistin- 
guishable from those in adults having 
Sjogren’s syndrome. 


Serum protein studies were done on 
fourteen women with Sjogren's syn- 
drome and the three men with so-called 
Mikulicz’s disease, as well as on three 
children with recurrent sialadenitis. It 
was noted that in the adults there was, 
in general, a reversal of the A/G ratio 
with the main globulin increase in the 
gamma globulins. This, of course, is 
found in rheumatoid arthritis, sarcoido- 
sis and hyperimmune states. The serum 
proteins of the children did not show 
this change and the significance of this 
is not understood. 


One of two patients demonstrating 
noncaseating epithelioid tubercles and 
thought to have Boeck’s sarcoid, was 
subjected to sialography and removal of 
a biopsy specimen. Incidentally, he was 
the only patient in this series who dem- 
onstrated palpable enlargement of the 
lacrimal glands. The parotid enlarge- 
ment was marked. The = sialogram 
showed no sialectasis, and the photo- 
micrograph of the biopsy specimen 
failed to demonstrate the existence of 
lymphocytic infiltration or ductal dilata- 
tion. The noncaseating epithlioid tu- 
bercles were clearly visible. 


Persistent, usually asymptomatic, en- 
iargement of the salivary glands due to 
nutritional insult is being recognized 
with increasing frequency. This condi- 
tion, which appears to involve the parot- 
id glands in particular, is associated 
with disturbed nutrition®:!*:25 as seen in 
obesity ; diabetes mellitus with liver dis- 
achalasia and anorexia nervo- 
sat; alcoholism with or without cirrho- 
sis,°°9 as well as inadequate diet due to 
poverty or custom. Apparently the nu- 
tritional insult may be continuing or 
remote. 


In this series of patients there were 
nine so classified. Two had diabetes mel- 
litus with liver disease, five had dietary 
deficiencies with chronic alcoholism, one 
had anorexia nervosa, and one had acha- 
lasia. Sialograms were done in each in- 
stance and none of them demonstrated 
any sialectasis. Two patients who were 
subjected to biopsy and microscopic ex- 
amination failed to reveal any significant 
lymphoid infiltration or characteristic 
proliferation of the ductal epithelium. 
These findings will be noted in the fol- 
lowing slides. [Slide] This patient has 
achalasia, as is shown on the next slide. 
[Slide] The sialogram demonstrates 
rather normal arborization of the duct 
pattern. The histologic section demon- 
strates evidence of atrophy and intra- 
lobular fat deposit. The findings are 
somewhat similar to those in the patient 
reported by Nash and Morrison.*! These 
latter authors cited the report of Kena- 
way,'’ who presented a well document- 
ed article concerning a group of patients 
in the Upper Nile Valley in Egypt who 
had parotid swellings and in whom 
incidence of nutritional deficiencies was 
very high. 

With this study as a background, I 
would urge that a better classification of 
parotid gland enlargements be formulat- 
ed. May | present for your appraisal an 
outline which may well be controversial 
and which certainly is incomplete in sev- 
eral respects. If it has any merit, it is on 
the basis of the effort that has been made 
to obtain some correlation among the 
clinical, radiographic, histopathologic, 
and laboratory data. 


CHRONIC NON-NEOPLASTIC 
SIALADENOPATHY 


lL. Obstructive 


A. Calculi with or without secondary 
infection 

B. Strictures with or without sec- 
ondary infection 


C. Inflammatory cysts 
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Il. Nonobstructive 


A. Chronic lymphoepithelial  sial- 
adenopathy with sialodochiectasis 
(with or without secondary in- 
fection ) 


B. Specific chronic infectious gran- 
ulomas: tuberculosis actinomyco- 
sis, etc. 

C. Nutritional deficiencies: 
alcoholism, diabetes, liver disease, 
etc. 

D. Toxic 
lodine, thiouracil, etc. 

E. Allergy 


F. Noncaseating epithelioid tubercles 
(? Boeck’s sarcoid) 
G. Gout 


Items E and F need further clarifica- 
tion. It is conceivable that some type of 
allergic or hyperimmune response may 
be involved in any case of lymphoepi- 
thelial sialadenopathy. Certainly there 
are authentic reports that eosinophilic 
plugs have been expressed from Sten- 
sen’s ducts on occasion. 


You will note the question mark be- 
fore the term Boeck’s sarcoid under F. 
The patients in this series with non- 
caseating epithelioid tubercles did not 
show signs of sarcoidosis as indicated by 
radiographic changes in the phalanges 
nor was there any pulmonary involve- 
ment. 


You may have noted that gout seems 
-o be listed more or less as an after- 
thought. Frankly, | do not know where 
to place it properly in the table. It may 
well be that chronic lymphoepithelial 
sialadenopathy can be associated with 
gout as well as with rheumatoid arthri- 
tis. In this series of patients there was 
one who had marked parotid enlarge- 
ment and the sialogram showed marked 
excavation in both parotids. There were 
typical gouty tophi on the hands, and 
there were many uric acid crystals in 
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the parotid saliva. The number and size 
of the uric acid crystals and the amount 
of amorphous urates in this patient’s 
saliva made it seem quite possible that 
they produced obstruction of ducts 
throughout the gland. Apparently parot- 
id involvement in cases of gout is quite 
rare, for this patient is the only one 
seen in the Arthritis Unit of University 
Hospital in the past several years. 


Our continuing effort to determine 
the pathogenesis of lymphoepithelial 
sialadenopathy has led us into various 
basic research problems which, to date, 
have not given information leading to 
worthwhile preventive or therapeutic 
suggestions. 


1. A study of the protein fractions 
in normal and abnormal saliva has been 
undertaken, using a technique of paper 
electrophoresis that has been standard- 
ized by Drs. Block and Blatt’ in the 
Kresge Research Institute. Saliva is 
concentrated by dialyzing against 25 per 
cent PVP _ (polyvinyl pyrrolidone). 
Electrophoresis is accomplished in a 
Spinco Model R. Durrum type electro- 
phoresis cell at a pH of 8.6 and ionic 
strength of 0.075 (buffer). 


2. A study of the endings of sympa- 
thetic and parasympathetic nerves 
around the secreting acini of the major 
salivary glands is being conducted by 
Drs. Scharenberg and Blatt*° in the lab- 
oratory of the Neuropathology Depart- 
ment. Their technique is one of silver 
staining which Dr. Scharenberg has per- 
fected. 


3. Stimulated by the work of Dr. 
William Beierwaltes! of the Department 
of Internal Medicine, who is investigat- 
ing the autoimmune concept of chronic 
thyroiditis, Dr. B. F. McCabe and I'® 
have been investigating the possibilities 
of an autoimmune basis for lympho- 
epithelial sialadenopathy. There are cer- 
tain similarities in the background of 
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both diseases which suggest the possible 
presence of tissue auto-antigens. In each 
there is a rather characteristic hyper- 
globulinemia, and this increased globulin 
fraction may be high enough to reverse 
the A/G ratio in each disease. Further 
suggestive of an immune reaction is the 
fact that the increase in globulin is al- 
most entirely by virtue of increase in the 
gamma globulin fraction. In this study 
so far, an antigen has been prepared 
from the normal cat parotid and emulsi- 
fied with Freund’s adjuvant. Immuniza- 
tion was done by injecting a series of 
cats intradermally between the shoulder 
blades. Biopsy specimens of parotid 
glands were taken after successive in- 
jections. Some suggestive lymphoid ag- 
gregates have been found in postimmu- 
nization biopsy. The significance of this 
is not known, for there has not been an 
increasing lymphocytic infiltration pro- 
portionate to the number of immunizing 
injections. Also, a few very small ag- 
gregates of lymphoid tissue were found 
in one of the four control cats. This 
would not be particularly discouraging 
were it not for the fact that there was a 
negative antibody titer to cat parotid 
antigen in the blood sera of the four 
injected cats. However, in those cats 
which showed lymphoid aggregates, hy- 
perglobulinemia was found on electro- 
phoresis of blood serum. This was not 
present in the other cats. 


At present, we are also investigating 
the possible presence of auto-antibodies 
to human parotid antigen in individuals 
who have the diagnosis of chronic lym- 
phoepithelial sialadenopathy with sialec- 
tasis. So far the findings are inconclu- 
sive but not totally discouraging. 


Investigation of the physiology and 
pathologic physiology of the major sali- 
vary glands is a long-term undertaking. 
Information regarding the diseases un- 
der discussion is most inadequate and 
demands much further study. I would 
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join Morgan in urging you to try to 
gain cooperation of the various hospital 
services in investigating patients with 
such diseases as lupus erythematosus, 
keratoconjunctivitis, dry mouth, gout, 
and rheumatoid arthritis to determine 
whether there is involvement of the sali- 
vary glands. There is no doubt that op- 
portunities for study of these conditions 
are being missed. 


CONCLUSIONS 


Accumulated evidence indicates rath- 
er conclusively that Mikulicz’s disease 
and Sjégren’s syndrome are the same 
localized manifestations of a general 
systemic disorder. Occurrence of the 
condition may be in children or adults 
and may or may not show signs of sec- 
ondary ascending infection. This group 
of cases classified as chronic lympho- 
epithelial sialadenopathy with sialecta- 
sis can be separated from other specific 
nonobstructive lesions by sialography 
and histopathologic examination of bi- 
opsy specimens. The precise pathogene- 
sis of the subject lesions is unknown, but 
there is much evidence that endocrine 
imbalance plays an important role. The 
possibility of a hyperimmune response 
to tissue auto-antigens presents a chal- 
lenging research problem which deserves 
further investigation. 
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ACOUSTIC EFFECTS OF MIDDLE EAR SUBSTITUTION 


MERLE LAWRENCE, PH.D. 
ANN ARBOR, MICHIGAN 


THE normal ossicular chain is a finely 
balanced structure suspended and sup- 
ported by ligaments and muscle tendons, 
and it takes a very small amount of en- 
ergy to vibrate this structure effectively. 
Today, in the presence of certain patho- 
logic conditions, this fine anatomic ar- 
rangement of the middle ear is being 
altered in drastic ways. As long as cer- 
tain acoustic principles are satisfied 
without producing severe medical prob- 
lems, threshold sensitivity in many in- 
stances is brought to within 30 decibels 
of normal. However, in the minds of 
many otologists there are certain reser- 
vations about the universality of such 
results and many questions have been 
raised concerning the acoustic effects of 
particular phases of the various proce- 
dures. 

Many of the answers to these ques- 
tions can come only from animal experi- 
ments, since the disease process or the 
lack of normal sensitivity in the operated 
human ear makes accurate assessment 
unreliable. We have been investigating 
some of the problems arising from the 
surgical manipulation of the middle ear 
and a few of the clinically applicable re- 
sults are reported here. Specifically, two 
questions have been raised and are the 
subjects of this report. 

Foam ; the Physiological Acoustics Laboratory, De 
partment of Otolaryngology, School of Medicine, 
University of Michigan. This investigation was 
supported in part by the Research and Development 
Division, Office of The Surgeon General, Department 
of the Army, under Contract No. DA-49-007-MD- 
634, and by the State appropriation to the University 
of Michigan for Research and Service in Utilization 


of Human Resources under project “Causes of Deaf- 
ness.”” 


David Wolsk and Dr. Pieter Schmidt of Leiden, 
Holland, assisted greatly in these experiments. 
Presented at the Sixty-Fourth Annual Session of 


the American Academy of Ophthalmology and Oto- 
laryngology, Oct. 11-16, 1959, Chicago. 
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a. What is the possibility of introduc- 
ing auditory abnormalities through elim- 
ination of the middle ear by removal of 
the ossicles and the attached muscles? 


b. What is the effect of the angle of 
force acting upon the oval window and 
the effect of mass upon a substitute 
transmission system ? 


METHOD 


The general procedure in the follow- 
ing experiments employed the recording 
of cochlear potentials in the presence of 
various middle ear alterations. These 
potentials reflect the effectiveness of vi- 
bration upon the sensory cells and so 
serve as an index to the ease of trans- 
mission of vibrations in all processes 
conducting sound to the inner ear. 


‘Vhe sound stimulus was provided by 
a speaker unit mounted outside a sound- 
proof, shielded room. A_hard-rubber 
tube conducted the sound from _ the 
speaker to a tube inserted in the ani- 
mal’s ear, thus providing a closed acous- 
tic system. Determination of the sound 
pressure was carried out by means of a 
calibrated W. E. 640 AA _ condens- 
er microphone-probe-tube combination, 
with the latter entering through the side 
of the sound-conducting ear cannula 
and terminating concentrically with it. 


The cochlear potentials were recorded 
by means of a platinum-foil electrode 
placed on the round window membrane 
and an indifferent electrode in the tem- 
poralis muscle. These responses were 
amplified 1000 times by a Tektronix 
type 122 amplifier and read with a Gen- 
eral Radio type 736-A wave analyzer. 
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The wave analyzer acts as a selective 
voltmeter tunable to any frequency from 
0 to 16,000 cps with a band width of six 
cycles. It achieves this selectivity by 
combining the output of a variable- 
frequency oscillator with the incoming 
signal so that the sum of the two is al- 
ways at 50,000 cps. : This signal is 
passed through crystal: filters, rectified 
and metered. By picking up the 50-kilo- 
cycle signal immediately after the filter, 
it is possible to utilize practically the en- 
tire 60 db range of the early analyzer 
Stages together with the filtering proper- 
ties of the crystals, which remove nerve 
potentials and general physiologic noise. 


This system of recording has the ad- 
vantage of providing a filtered signal for 
cathode-ray viewing if desired. It also 
makes a quiet signal of the frequency 
under study available for automatic re- 
cording. Because point-by-point plot- 
ting of response against sound level 
means stimulating the animal’s ear over 
and over again, automatic recording 
with a gradually increasing signal is de- 
sirable. To provide for such recording 
we have used a Moseley model 2-A X-Y 
recorder. The X axis of this recorder is 
driven by the stimulating sound, which 
is swept in amplitude at any desired rate 
by a variable-speed motor-driven atten- 
uator. The Y axis of the recorder picks 
up from the wave analyzer the 50-kilo- 
cycle signal, which varies in accordance 
with the magnitude of the response from 
the animal. 


Thus several methods of recording 


are made available, making possible 
more exact interpretation of the coch- 
lear response. 


RESULTS 


Effects of Cutting Tympanic Muscles 
and Eliminating Ossicular Chain 


It has often been reported in the past 
that the majority of patients suffering 
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from facial palsy and a consequent pa- 
ralysis of the stapedius muscle experi- 
ence what is commonly called “hypera- 
cusis.”” There has been some debate over 
this term, because literally it means an 
abnormally acute sense of hearing, but, 
by general use, it has come to mean an 
abnormal feeling of discomfort pro- 
duced by sounds above threshold in- 
tensity. 


There has been much discussion 
about the cause of this “hyperacusis” in 
facial palsy, resulting in two points of 
view: one accounts for this intolerance 
of loud sounds on the basis of a mechan- 
ical effect of muscle paralysis, the other 
supposes that the phenomenon can be 
attributed to a cochlear affection and 
that the abnormal experience is merely 
the result of recruitment. These points 
of view have been reviewed very ade- 
quately by Jepsen’ in his thorough mon- 
ograph on the stapedius reflex. 


Jepsen reviews his own investigations 
in which he correlated the experience of 
what he calls “phonophobia” (but also 
means the abnormal sense of discom- 
fort) with the presence of facial palsy. 
He found “phonophobia”’ far more prev- 
alent in patients with complete facial 
palsy than in those patients with par- 
tial function of the facial nerve. He 
concludes, quite definitely, that “phono- 
phobia” in patients with faciai palsy is 
the result of paralysis of the stapedius 
muscle. He pointed out further in his 
discussion that normal sensitivity seems 
to be necessary in these patients if they 
are to experience this discomfort to 
louder sounds. 


The mechanism for this complaint has 
never been clearly established. The prob- 
lem appears even more complicated in 
view of the fact that few of those indi- 
viduals who have undergone any opera- 
tion that cuts the stapedius muscle or re- 
moves the middle ear completely com- 
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plain of a painful experience in the pres- 
ence of loud sounds. The mechanism by 
which acoustic abnormalities can be pro- 
duced through alterations in the middle 
ear is extremely important to the sur- 
geon operating on the middle ear. 


The following specific questions can 
be raised: 


1. Do the intratympanic muscles 
serve as a device for damping the vibra- 
tion of the middle ear so as to extend 
the acoustic range, making loud sounds 
more tolerable and less injurious? 


2. Does the chain of ossicles with 
one or both muscles cut become “‘slop- 
py,’ so as to introduce acoustic abnor- 
malities through its nonlinear response 
to forced vibration ? 


3. Aside from loss in sound trans- 
mission, are there possible acoustic ab- 
normalities likely in the response to 
high-level sound of an ear that is (a) 
normal, (b) has the middle ear muscles 
cut, and (c) has no ossicular chain? 


Recording the cochlear potentials re- 
veals the acoustic characteristics of the 
ear up to the region from which the po- 
tentials arise. Since the entire range of 
response resulting from extremely low 
levels to injurious levels of sound can be 
recorded, any characteristics attributed 
to the middle ear will become obvious. 
Two investigations relating resting- 
muscle effects and magnitude of re- 
sponse have been published using this 


technique. They have, however, more or . 


less contradictory results. 


Ruben and his colleagues* cut the 
stapedius muscle while recording the 
cochlear microphonics in man and found 
a change from 36 microvolts to 42 mi- 
crovolts. Although there was no stand- 
ardization of the sound stimulus and 
the improvement amounts to only 1.5 
db, there is the indication that for a 
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given sound input to the ear it sounds 
louder when the stapedius 1s cut. 


On the other hand, Galambos and Ru- 
pert? report the opposite effect from re- 
cordings made from an unanesthetized 
cat. These investigators prepared a num- 
ber of cats with implanted electrodes on 
the round window of each ear. On one 
side the two intratympanic muscles were 
cut and on the other the middle ear was 
left intact. These ears were stimulated by 
sound and the electrical responses of 
the ear recorded by photographing the 
tracings of a cathode-ray oscilloscope. 
From their experiments, they concluded 
that in the unanesthetized animal the 
muscles provided no mechanical support 
to the ossicular chain and exert a neg- 
ligible influence upon sensitivity. As the 
sound intensity is raised, the round- 
window responses were reported to dif- 
fer markedly in the ears with intact mus- 
cles from the responses in the ears with 
muscles cut. They were unable to sepa- 
rate the factors responsible for the dif- 
ferences, but the published CRO pic- 
tures show the initial responses of the 
ear with muscles to be greater than the 
response from the ear with cut muscles. 
This observation assumes that the gain 
of the amplifier channels from the two 
ears was the same. 


Obviously there is no conclusive evi- 
dence to support the long-standing no- 
tion’ that the muscles, through their at- 
tachments, assist the suspensory liga- 
ments in providing support and tension 
to the ossicular chain. 


In order to investigate this problem, 
several cats were prepared in our labora- 
tory with electrodes implanted on the 
round window. Several had the muscles 
intact, others had the muscles cut and 
one was prepared in the manner of those 
of Galambos and Rupert: one side with 
muscles intact, the other with muscles 
cut. 
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Each of these animals was then placed 
in a sound field the intensity of which 
could be steadily increased over an 80 
db range at any desired sweep rate. The 
cathode-ray oscilloscope is unsatisfac- 
tory for recording such an extended 
range because without switching gain or 
providing a logarithmic-amplifier chan- 
nel the screen will show a limited range 
of about 20 db. In order to get the en- 
tire response the X-Y recorder was used 
and the input-output function of the ani- 
mal recorded automatically with an in- 
tensity sweep rate of 10 db per second. 
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FIG. 1—lIntensity functions recorded by means of 


implanted electrodes from the ear of a cat with intact 
middie ear muscles. These muscles in the awake cat 
provide a damping tension which reduces _ the 
transmission by about 10 db at low intensity levels, 
increasing to over 30 db at high levels and protecting 
the inner ear from the damaging overload region. 
Conversely, relaxing the muscles increases the mag- 
nitude of the response. 


The intensity was so adjusted that the 
80 db sweep would produce a sound at 
its most intense level somewhat more 
than that necessary to produce the maxi- 
mum response from the animal. This 
was done because we were interested in 
finding out whether or not the muscles 
in their normal state provide some ele- 
ment of support to the ossicular chain. 
We wished to know whether or not 
cutting the muscles to the ossicular chain 
allows it to operate in a “sloppy” mgnner 
at high-sound levels or produces a ll 
er response (louder) than for an equally 
intense sound when the muscles are in- 
tact. From a series of experiments we 
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are carrying out on the middle ear mus- 
cles, a few results have been extracted 
to report here for their possible clinical 
significance. 


Figure 1 shows the results typical of 
several cats studied in this series. The 
two curves represent the input-output 
function from a cat with middle ear 
muscles intact. The lower curve was re- 
corded while the animal was awake and 
fully active. The upper curve is the rec- 
ord made after the animal was deeply 
anesthetized with sodium pentobarbital. 
Identical results were obtained from 
three cats and one guinea pig, all with 
implanted electrodes. 


Several characteristics of these curves 
are worthy of note. In the first place it 
is obvious that the muscles in their nor- 
mal state exert a damping effect of about 
10 db upon the sound transmission of 
the ossicular chain. This attenuation be- 
comes greater as the intensity level is 
raised, so it would appear that at low 
sound levels, over the course of the 
range of linear response, the damping 
effect can be attributed to the mechani- 
cal support and tension provided by the 
active tonus of the two muscles. As the 
nonlinear region of the response is 
reached, the damping effect becomes 
greater. For example, a sound pressure 
of 66 db above 0.0002 dyne per square 
centimeter is required in the animal with 
relaxed intratympanic muscles (anes- 
thetized) to give the same response that 
requires 76 db in the animal which is 
awake. If this can be applied to human 
hearing, it means a tone will sound loud- 
er to a person with nonfunctional mus- 
cles than it will to one whose muscles 
are functioning. Although clinical re- 
ports state that stapedius paralysis does 
not change threshold sensitivity, these 
experiments indicate that stapedius non- 
function might produce a possible 10 
db increase in sensitivity. 
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In most middle ear procedures that 
remove the ossicular chain or cut the 
muscles, other acoustic attenuation pro- 
duced by the procedure may obscure this 
10 db advantage. 


However, the middle ear muscles pro- 
duce advantages at high sound levels. 
Referring again to figure 1, it can be 
seen that a sound-pressure level of only 
92 db gives the same cochlear output 
with relaxed muscles as a sound of. 122 
db with the muscles present. Whether 
this great increase in attenuation can be 
accounted for by an increasingly greater 
contraction of the muscles or merely by 
the damping effect of the resting tonus 
is the subject of further study, but it is 
apparent that these muscles protect the 
ear for the types of stimulus presented 
here. In fact, at a stimulus level of 120 
db, when the cat is under anesthesia 
the ear is extremely overloaded and the 
output 1s beginning to decrease in mag- 
nitude from the maximum. Beyond this, 
the ear would be damaged if the sound 
persisted. When the muscles are active 
(the animal awake), the maximum re- 
sponse is not reached even at 130 db. 
It is obvious that what an ear may lose 
in sensitivity 1s more than compensated 
for by the advantages of protection at 
high sound levels, at least for the type 
of stimulus described here. 


The lack of the increasingly effective 
attenuation produced by the middle ear 
muscles may account for the “hyper- 
acusis” at high levels in the cases of 
Stapedius paralysis in facial palsy. 


Figure 2 shows the results of anes- 
thetizing a cat in which the muscles had 
been cut in an earlier operation. The cat 
of this figure is the same as that of fig- 
ure 1, but it is the opposite ear. With no 
muscles present, there is very little dif- 
ference in the intensity functions under 
the awake condition and under anes- 


thesia. A maximum is reached and a de- 
crease in response, indicating incipient 
injury, follows on increasing intensity. 
lf the anesthesia does anything, it may 
reduce the response somewhat. This is 
opposite to the effect in the animal which 
is awake and in the anesthetized animal 
with muscles present. 
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FIG. 2—Intensity functions from the opposite ear of 
the same cat as in figure 1, recorded by means of 
implanted electrodes. In this ear the muscles have 
been cut and anesthesia makes very little difference 
in the response. 


It is obvious, therefore, that the mid- 
dle ear does not become “sloppy” with 
the cutting of the muscles or under con- 
ditions that cause their relaxation. The 
next problem was to discover whether 
there was any difference between the 
response recorded from an ear with 
muscles relaxed by anesthesia and the 
response recorded with the muscles cut. 
Opposite ears of the same animal were 
both implanted with electrodes (figs. 1 
and 2), and there is always the possi- 
bility that the electrodes at the two 
round windows were not identically 
placed, so the shapes of the curves from 
the two ears, although in this instance 
appearing almost identical, are not nec- 
essarily comparable. 


Several other cats, therefore, were 
deeply anesthetized and operated upon 
to expose the middle ear. A platinum 
foil was placed upon the round window 
and an intensity function reading taken. 
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After the intratympanic muscles were 
cut and another function reading taken, 
the ossicular chain, including the crura 
of the stapes and the attached stapedius 
muscle, was then removed and the 
sound-conducting probe was sealed in 
over the oval window. A final intensity 
function reading was then obtained. 
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possibility has still remained that at very 
high levels of sound an ossicular chain 
without attached muscles may respond 
in a nonlinear manner. At very high 
levels of sound the response of the in- 
ner ear goes through a maximum and 
then decreases. When this effect is 
viewed on a cathode-ray screen, the pic- 
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FIG. 3—Intensity functions recorded by means of a platinum-foil electrode on the round window 
of an anesthetized cat. Muscles relaxed by anesthesia have no more effect than cut muscles, and 
the ossicular chain does not become “sloppy” by removal of muscles. Except for loss of sensitivity, 
the curve of the cochlear response is the same shape over an increasing intensity range with and 


= 


without the middle ear. 


Figure 3 shows the resulting record 
of functions. Except for the 30 db trans- 
mission loss caused by the removal of 
the ossicular chain, the three curves are 
identical. Apparently anesthesia has the 
effect of relaxing the muscles complete- 
ly, and there is no difference between 
this situation and that of both muscles 
cut. The ossicular chain does not become 
“sloppy” under these conditions; there 
is no difference in the shape of the curve 
except for loss of sensitivity after re- 
moval of the chain. The fact that ampli- 
tude distortion in the ear is not caused 
by the middle ear has been conclusively 
shown in previous experiments, but the 


ture is very similar to that shown when 
the inner ear muscles act by reflex to 
clamp down on sound transmission 
through the middle ear and, if careful 
experimental control is not observed, 
may be mistaken for such a reflex. This 
inner ear effect, however, can be used 
to study the actions of the middle ear 
with and without muscles. 


Figure 4 shows cathode-ray pictures 
of the responses of two animals to these 
high-level sounds. There is a marked re- 
semblance between these responses and 
other published pictures* of intratym- 
panic muscle reflex, but those shown 
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FIG. 4—Cathode-ray pictures of the inner ear response at high sound levels. In pictures A, B and 
C the sound reaches a maximum of 140 db (top of picture C). The decrease in response is caused 
by overloading the inner ear. In A the animal is anesthetized and both muscles are present. In 
B the tensor tympani is cut, and in C both muscles are cut. There is no difference in the shape 
of the response. Pictures D, E and F are records of the responses of another animal with 
the sound reaching a maximum of 110 db. In this case the stapedius was cut first (picture E). 
Again there is no significant difference in the response. Evidently, even at high sound levels the 
ossicular chain responds the same whether the muscles are cut or not cut, although the protective 


reflex is gone. 


here are the result of overloading the 
inner ear at high levels. 


The top row of pictures represents the 
responses to successive stimuli at 140 db 
above 0.0002 dyne per square centimeter. 
Picture A represents the response of an 
anesthetized animal with an intact ear. 
In B the tensor tympani had been cut, 
and in C both muscles had been cut. The 
upper trace in C is of the sound, to show 
that it increases and holds at the high 
level without overloading the equipment. 
The trace records only about the last 20 
db of the sound as it is raised to 140 
db and held for one second. There is a 
rapid drop in the response after the 
maximum is reached, but, as plotted in- 
tensity functions confirm, this amounts 
to only about 6 db. Pictures A, B and C 
show no significant difference, from 


which it can be concluded that the mus- 
cles provide no resting support to the 
ossicular chain in the anesthetized ani- 
mal. The ossicular chain can respond 
perfectly well without the muscles, but 
the muscles do have a damping and pro- 
tective effect in the animal which is 
awake (fig. 1). 


In figure 4, D, E and F represent re- 
sponses of another animal to a sound in- 
creasing to 110 db. In this animal the 
stapedius muscle was cut first (fig. 
4,E). Again the different conditions do 
not give rise to different responses. 


There is considerable to be learned 
about the middle ear muscles, and the 
Galambos technique has much to offer. 
In the awake animal, these muscles pro- 
vide a tension that attenuates the ossicu- 
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lar vibration and perhaps provide a 
gradually increasing tension at high 
sound levels that may account for the 
extended range of response and serve 
to protect the inner ear structures. Clin- 
ically, paralysis or cutting of the muscles 
may account for an abnormal experience 
of loudness for normal sounds and may 
allow the inner ear to be exposed to 
greater amplitudes of vibration. 


MERLE LAWRENCE 


ROUNE 


4 


TR. AM. ACAD. 
OPHTH, & OTOL. 


ing properties of the middle ear. The 
anatomic relationship of the bones of 
the ossicular chain was important to this 
theory, and Wrightson seems to have 
had some peculiar notions as to the ac- 
tual situation. However, there has been 
sufficient speculation about the value of 
the rocking motion of the stapes to cause 
the question to be raised whether some 
of the modern surgical techniques in- 


ste TENSOR 


FIG. 5—The normal middle ear of a cat as seen after the bulla has been opened and the septum 
removed. The electrical response is recorded by placing a platinum-foil electrode on the round 


window membrane. 


The Effects of Angle of Force Acting 
Upon the Stapes and of Mass Upon a 
Substitute Transmission System 


Beékésy' has described the action of 
the normal stapes as it rocks about a 
vertical axis at normal levels of sound. 
Wrightson and Keith, somewhat ear- 
lier, built up a theory that the hinging 
process provided for a stapedial lever 
that further aided the impedance match- 


volving the middle ear do not disregard 
this principle and perhaps lose some 
available advantages. This is an especial- 
ly pertinent question in the case of those 
operations that abolish the normal foot- 
plate and utilize either a vein or frag- 
ment of bone. 


In order to test the notion that the 
angle of operation of the footplate of 
the stapes is important to hearing, a se- 
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FIG. 6—The middle ear of a cat after removal of the incus, cutting of the muscles, and construc- 
tion of a dental-cement bridge between the malleus at the point of junction of the bony projection 
into which the tensor tympani is inserted and the capitulum of the stapes. 


ries of cats was operated upon, and a 
dental-cement bridge was built between 
the malleus and stapes in each cat so as 
to vibrate the stapes at a side angle rath- 
er than from a force directly in line with 
the crura, as is provided by the normally 
functioning incus. 


Figure 5 is an artist’s drawing of the 
normal middle ear structures of a cat. 
The tympanic bulla has been nibbled 
away, and the bony septum that acts as 
a partition within the bulla cavity has 
been removed to leave the structures ex- 
posed for further manipulation of the 
middle ear structures. 


The first surgical procedure involved 
removing the incus and the head of the 
malleus. The head of the stapes and a 
small area of the manubrium of the mal- 
leus were then cauterized in order to dry 


the surface thoroughly, and a dental- 
cement bridge was carefully built up 
between the two bones. In some animals 
the muscles were cut but, as shown pre- 
viously, this makes no difference in the 
anesthetized animal. 


Figure 6 is a view of the completed 
bridge. It is obvious that now the force 
to the stapes is applied almost at right 
angles to that usually produced by the 
incus. The head of the malleus is shown 
intact, but in this first experiment it was 
removed. 


In order to record the effects of the 
cement-bridge procedure, a recording of 
the sensitivity of the ear for various 
frequencies was made prior to the re- 
moval of the incus. This was accom- 
plished by placing a platinum-foil elec- 
trode on the round window and amplify- 
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ing the potentials arising from the inner 
ear. Sensitivity was plotted as_ the 
amount of sound pressure necessary to 
produce 10 microvolts of response at 
the various frequencies. Following re- 
moval of the incus and the head of the 
malleus another sensitivity run was 
made. The dental-cement bridge was 
then constructed and another sensitivity 
measure taken. 
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cps to 7000 cps shows a loss of approx- 
imately 24 db. 


Aside from the loss of the middle-ear- 
lever action, which amounts to only 2.5 
db, there were three possible explana- 
tions for the fact that there was not 
complete improvement: (1) the improp- 
er angle of operation of the stapes, 
(2) the abnormal weight of the bridge, 
and (3) the improper action of the tym- 
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FIG. 7—Ten-microvolt sensitivity curves of the responses to various frequencies after removal 
of the incus and head of the malleus, and then after construction of the dental-cement bridge 


and addition of lead weights. 


Figure 7 shows the results of this ex- 
periment. The lowermost curve shows 
the effects of incus removal. For fre- 
quencies from 200 cps to 1000 cps the 
loss amounts to 70 db, and it becomes 
progressively less for the higher fre- 
quencies. The curve so indicated shows 
the extent of improvement following the 
construction of the bridge. The improve- 
ment is greatest for the high and low 
frequencies. The middle range from 700 


panic membrane and malleus produced 
by removal of the head of the malleus 
and the incus. The first procedure em- 
ployed to test these possibilities was to 
glue lead weights to the bridge. 


Two squares of lead totaling in 
weight about 25 mg., or approximately 
six times the weight of the stapes, were 
placed at the center of the bridge. A 
comparison of the curves before and 
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after the weights were added indicates 
an improvement of about 5 db through- 
out the middle range of frequencies, and 
a loss at the frequencies below 500 cps 
and above 7000 cps (fig. 7). 


Measures of bone conduction were 
also taken during the above procedures. 
A crystal vibrator was placed on the 
mastoid behind the external meatus after 
the bulla had been opened and a plati- 
num foil placed upon the round window. 
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The improvement shown in the air- 
conduction curves by the adding of the 
lead weights would indicate that the 
weights have corrected something in the 
system that had been changed either by 
the new angle of movement of the stapes 
or by removal of the head of the malleus 
and of the incus. With this surgical ap- 
proach, the bridge connecting the mal- 
leus and the incus could be built in no 
other way; therefore, the next step in 
another animal involved leaving the mal- 
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FIG. 8—Bone-conduction sensitivity curves after removal of the incus (solid line with circles), 
after completion of dental-cement bridge (dashed line with squares), and after adding weights 


The voltage across the vibrator neces- 
sary to produce 3 microvolts of response 
was determined and used as the normal 
bone-conduction sensitivity for this ani- 
mal. This is represented by the zero line 
of figure 8. The three curves in figure 8 
show that, in general, the surgical pro- 
cedures improved bone conduction by 
about 7 to 8 db, but that there was very 
little gained by the presence of the 
bridge or by the adding of the weights. 
At the extreme ends of the frequency 
range, where air conduction was aided 
the most by the placement of the bridge, 
bone conduction is made the least sensi- 
tive. 


(intermittent line with triangles). All conditions make little difference to bone conduction. 


leus completely intact, removing the in- 
cus, and then connecting the two with 
dental cement. 


Figure 9 shows a return of cochlear 
output to within 5 db of the normal level 
for the middle range of frequencies. For 
some reason the initial loss was about 10 
db less than that of the previous ani- 
mal. The pattern of loss is also differ- 
ent, but there is consistency in the find- 
ing that by weighting the substitute sys- 
tem or leaving the head of the malleus 
intact, better improvement can be ob- 
tained. It may be that the head of the 
malleus provides a balance to the mem- 
brane-malleus system which makes for 
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FIG. 


9—Ten-microvolt sensitivity curves of the 


res to various frequencies after removal 


of the incus only (head of malleus left intact). The bridge now restores hearing almost to normal. 


better response. There may be two prin- 
ciples involved: (1) leaving the malleus 
intact may not only maintain the neces- 
sary balance and tension to the mem- 
brane-malleus system, but (2) also cer- 
tainly avoids the trauma to the fibers of 
the tympanic membrane caused by the 
manipulations necessary to cut the neck 
of the malleus. We do not yet have sufh- 
cient information to analyze these fac- 
tors in detail. 


CONCLUSIONS 


This report has dealt primarily with 
the clinical aspects of research data that 
are to appear in more detail in other 
publications. There is so much that is 
not yet known about the auditory abnor- 
malities that may arise from manipula- 
tions of the middle ear that caution 
should accompany the evaluation of a 
new surgical technique. There is more to 
hearing than threshold measures indi- 
cate. Creating a new situation in the 
middle ear may restore hearing io the 


practical level as determined by an audi- 
ometer, but it may bring about hearing 
anomalies that make listening unpleasant 
and loud sounds dangerous. 


Creating a situation that removes the 
influence of the intratympanic muscles 
can apparently create such auditory 
problems. The middle ear muscles pro- 
vide a damping influence upon the vibra- 
tions of the ossicular chain and protect 
the inner ear from excessive amplitudes 
of vibration associated with the higher 
sound intensities. Loss of these muscles 
may bring about the abnormal discom- 
fort to sounds at moderate levels (occa- 
sionally called hyperacusis) often ex- 
perienced by patients with stapedius pa- 
ralysis. This effect may not always be 
seen in cases operated upon for conduc- 
tive deafness because the resultant re- 
sidual conductive loss may counteract 
the increase in sensitivity gained by cut- 
ting or bypassing the stapedius muscle. 


However, loss of the muscle action 
does not remove support from the os- 
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sicular chain. If anything, freedom from 
the tension of muscles allows the chain 
to respond in a more linear manner to 
higher levels of sound, which permits 
the inner ear to overload at a lower 
sound-pressure level. The chain of bones 
does not, however, become “sloppy” or 
tend to introduce distortion itself at an 
appreciably iower sound-pressure level. 


In procedures that involve the cutting 
of either one or both of the muscles, 
there is generally a rearrangement of 
the middle ear either by substituting a 
prosthesis for the stapes or altering the 
middle ear by removal of parts and re- 
placement of skin flaps to satisfy the 
necessary acoustic principles. In answer 
to many questions that have been raised 
in connection with the newly created 
middle ear, experimental evidence indi- 
cates that the angle of application of 
force at the oval window is of little im- 
portance as long as it is free to vibrate. 
One can also conclude from the report- 
ed experiments, although they have not 
recreated the actual surgical situation, 
that within limits the weight of a pros- 
thetic substitute for the stapes makes 
very little acoustic difference to the sen- 
sitivity to vibration of the middle ear 
structures. 
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One of the more important relations 
is that of the tympanic membrane and 
malleus. Lack of trauma to the fibers of 
the membrane and the presence of the 
head may be very important to the prop- 
er operation of these structures, and 
such operations as fenestration may 
benefit by the presence of the head on 
the malleus, not only to provide balance 
to the repositioned tympanic membrane 
but to avoid the trauma occasioned by 
the head’s removal. 
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STAPES SURGERY: PATHOLOGIC INDICATIONS 


FOR THE BYPASS OPERATIONS AND THE VEIN GRAFT 


J. Brown Farrior, M.D. 
TAMPA, FLORIDA 


Introduction 


SHEa’s concept of the fenestration of 
the oval window with the removal of the 
otosclerosis and the reconstruction of an 
ossicular chain*> is to me one of the 
great contributions to the field of ear 
surgery; it is indicated when the oto- 
sclerosis needs to be removed. With the 
acceptance of the basic principles of 
Shea’s technique, we are now faced with 
the decision of whether we shall employ 
routine stapedectomy and the vein graft 
or insist upon accurate pathologic diag- 
nosis and the application of the variable 
operations which utilize normal portions 
of the stapes. First, let me state that 
most of us in this field have been dis- 
appointed in the long-term results of to- 
tal mobilization of the stapes; in total 
mobilization, the fracture line extends 
through the otosclerosis and, with heal- 
ing, there is a high incidence of refixa- 
tion and resultant disappointment. To 
avoid this refixation, many otologists 
now employ the “‘bypass’’ method. The 
basic principle of the bypass stapes 
operations is avoidance of the otosclero- 
sis and utilization of the normal por- 
tions of the stapes, applying such surgi- 


I wish to express my gratitude to Dr. Robert Iglesias, 
otolaryngologist, for the preparation of the illustra- 
tions. 
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cal techniques as the anterior crurotomy, 
crural repositioning, or artificial crura. 


Bypass surgery of the stapes requires 
a microscopically accurate interpreta- 
tion of the existing pathologic circum- 
stances and microscopically accurate 
surgical technique which avoids the oto- 
sclerosis and/or other anatomic or path- 
ologic causes for refixation of the stapes. 
When these requirements are fulfilled, 
the bypass operations will give nearly 
complete closure of the air-bone gap, 
without the immediate or delayed laby- 
rinthine disturbance which is encoun- 
tered in the fenestration of the oval win- 
dow and vein graft. 


From the beginning of this renais- 
sance in stapes surgery, my major inter- 
est has been in the anatomic and patho- 
logic variations in the otosclerosis 
of the stapes and their influence on 
stapes operability (Farrior*» ; Bellucci? ; 
Hough!®). My library now contains 
more than twenty-five hundred micro- 
photopathologic slides demonstrating 
these variations. These studies began in 
the fenestration era before I accepted 
the feasibility of stapes surgery, and 
they have extended through the more 
than six hundred stapes operations and 
the concomitant 222 fenestration opera- 
tions out of a total series of 1,413 oper- 
ations for otosclerosis. We now have 
three-dimensional photopathologic slides 
illustrating nearly five hundred consecu- 
tive operations for otosclerosis. Al- 
though only six classical fenestration 
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operations (Lempert'®) were performed 
during the course of the last one hun- 
dred stapes operations, the earlier fenes- 
trations provided an excellent oppor- 
tunity for the study of the pathology of 
otosclerosis through the removal of the 
stapedial arch and the mucous mem- 
brane from the footplate, thus revealing 
more accurately the microscopic exten- 
sion of the otosclerosis. 


The thesis of all of these studies is 
that there are specific pathologic indica- 
tions for the various operations for 
otosclerosis. I do not advocate conserva- 
tism. I do advocate microscopically ac- 
curate surgical technique based upon a 
microscopically accurate pathologic in- 
terpretation of the existing disease, the 
utilization of the uninvolved portions 
of the stapes and, where possible, avoid- 
ance of the substitution of grafts or for- 
eign bodies. The purpose of this presen- 
tation is to demonstrate the pathologic 
indications for and the pathologic limi- 
tations of the variable operations on the 
Stapes and oval window including ante- 
rior crurotomy, total mobilization, cru- 
ral repositioning, artificial recruraliza- 
tion, subtotal footplate fenestration, and 
fenestration of the oval window. 


Anterior Otosclerosis 


ANTERIOR CRUROTOMY 


The anterior crurotomy of Basek and 
Fowler! is to me one of the best opera- 
tions upon the stapes. Anterior crurot- 
omy (fig. 1) is indicated in anterior 
footplate or anterior crural otosclerosis, 
when the posterior portion of the foot- 
plate is uninvolved and when the poste- 
rior crus stands free in the middle ear 
space. Anterior crurotomy is the opera- 
tion of choice in all anterior otosclero- 
sis. Anterior crurotomy is _ indicated 
when the otosclerosis extends along the 
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inferior margin (or, more rarely, the 
superior margin). In these circum- 
stances, the fracture line must extend 
through the normal footplate away from 
the marginal otosclerosis. If the poste- 
rior crus is in contact with the inferior 
lip of the oval window niche, or if there 
is any indication of otosclerotic fixation 
of the posterior crus, then, as an ad- 
juvant to anterior crurotomy, the poste- 
rior crus is fractured away from the 
margin and replaced over the mobilized 
central area of normal footplate. 


Results 


Following the thesis of specific path- 
ologic indications, anterior crural oto- 
sclerosis was diagnosed and anterior 
crurotomy was performed in 32.5 per 
cent of cases in the last two hundred 
stapes operations. Of these 65 ante- 
rior crurotomies, 83 per cent have re- 
mained successful, with better than 75 
per cent closure of the air-bone gap 
and with no case having been made 
worse. 


Pathologic Failures 


The greatest pathologic causes for 
failure of the anterior crurotomy are 
undiagnosed inferior marginal otosclero- 
sis, untreated posterior crural otosclero- 
sis, and trauma to the posterior crus and 
inferior margin of the oval window 
niche with resultant postoperative fi- 
brous fixation. 


My failures in anterior crurotomy 
(17 per cent) have usually occurred in 
those cases in which I extended the use 
of the crurotomy technique beyond its 
pathologic indications. That is, when I 
hopefully employed anterior crurotomy 
even though there was otosclerotic in- 
vasion of more than half of the foot- 
plate or mobilization occurred in poste- 
rior crural otosclerosis. 
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FIG. 1—Anterior crurotomy is preferred in all anterior otosclerosis. The object of the anterior crurotomy is 
to bypass the otosclerosis by removing a section of the anterior crus and mobilizing the normal posterior portion 


of the footplate. 


Surgical Technique 


Having established the diagnosis of 
anterior otosclerosis, the anterior crurot- 
omy is performed with a slightly curved 
chisel. The sharp, curved chisel is placed 
over the incus onto the anterior crus in 
its straightest portion (fig. 1). The an- 
terior crus is shaved by pushing gently, 
directly toward the otosclerotic fixation. 
The anterior crus is gradually thinned 
and cut with 25 to 70 shavings. The but- 
tress or stump of the anterior crus is 
then folded forward in order to obtain 


good space between the two sections of 
the anterior crus. This stump may or 
may not be removed. The space between 
the ends of the anterior crus is then 
checked with a right-angle pick. 


Footplate Fracture 


The posterior portion of the footplate 
is then mobilized with a small pick or 
chisel. | usually prefer the pick because 
it can be inserted to either side of a 
footplate blood vessel; a chisel might cut 
the blood vessel and produce undesirable 
bleeding. The pick is inserted behind the 
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incus into the area of normal footplate 
immediately posterior to the anterior 
crus. The fracture line in the footplate 
extends along the inferior margin to the 
posterior crus, extending through nor- 
mal footplate. This inferior marginal 
fracture line has become routine in order 
to avoid refixation by inferior marginal 
otosclerosis. The inner (anterior) sur- 
face of the posterior crus is then palpat- 
ed to make certain that it is fully mobil- 
ized. If there is significant fixation of 
posterior crus or if there has been a 
posterior crural fracture, posterior cru- 
ral repositioning is employed, placing 
the end of the posterior crus over the 
normal mobilized impacted central area 
of the footplate (Farrior®; Juers'>). 


Tendotomy 


Formerly, | routinely sectioned the 
stapedius tendon whenever I performed 
an anterior crurotomy. The stapedius 
tendon was sectioned primarily to aid in 
the diagnosis of posterior crural or in- 
ferior marginal otosclerosis. I now em- 
ploy tendotomy only when there is a 
possibility of posterior crural reposition- 
ing. Routine tendotomy has been aban- 
doned with the hope that the tension of 
the stapedius muscle would produce a 
slight tilt in the remaining portion of 
the footplate, separating the fixed ante- 
rior segment and the mobilized posterior 
segment, and that this separation at the 
footplate fracture line would encourage 
healing by the muco-endosteal membrane 
and thereby effect a permanent mobility. 


Other Crurotomy Techniques 


The shaving-chisel anterior crurotomy 
technique has been adopted by the proc- 
ess of elimination of other crurotomy 
techniques because they produced too 
high an incidence of total mobilization 
of the stapes or fracture of the posterior 
crus. With this chisel technique, all 
thrust is directed toward the otosclerotic 
fixation, while with most anterior cru- 
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rotomy knives, the force is at an angle 
to the fixation and there is a higher in- 
cidence of total mobilization. I like 
Juers’ saw! with less angle, so that the 
force is still directed toward the fixa- 
tion. Although I have Guilford’s cru- 
rotomy electric saw,® I have not em- 
ployed it because I have been reason- 
ably happy with the above described 
technique. In a contemplated anterior 
crurotomy, Shea** employs primary 
footplate fracture and posterior crural 
mobilization; in planned anterior cru- 
rotomy, I have abandoned primary foot- 
plate fracture because of the high inci- 
dence of total mobilization of the stapes 
and fracture of the anterior crus. 


TOTAL MOBILIZATION 
(DIRECT AND INDIRECT ) 


Total mobilization of the stapes, ei- 
ther by the indirect or by the direct 
method, is not regarded as an operation 
of choice because of the high incidence 
of refixation even in selected cases with 
minimal otosclerotic invasion. Because 
of its universal usage, total mobilization 
of the stapes (Rosen'®) has given more 
people good hearing than all other tech- 
niques together, and this grand total of 
good results is not to be forgotten. Nev- 
ertheless, on a percentage basis, the high 
incidence of refixation has led us to dis- 
card total mobilization of the stapes as 
an operation of choice in favor of by- 
pass surgery. Total mobilization of the 
stapes (fig. 2) is now voluntarily util- 
ized only when the pathologic changes 
are minimal and the stapes is so deeply 
placed in the oval window niche that by- 
pass surgery cannot be employed with- 
out trauma to the margins of the stape- 
dial crura and the oval window niche. 


Results 


In selected cases with otosclerosis 
limited to the anterior footplate, refixa- 
tion has occurred in about 40 per cent 
of cases. In a previous one hundred 
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FIG. 2—Mobilization of the total stapes is now rarely performed as an operation of choice because of the high 
incidence of refixation. Using the anterior crurotomy approach, total mobilization will result when the diseased 
area is minimal. In these cases (16 per cent) the restored hearing is frequently lasting. 


cases (400-500), minimal anterior foot- 
plate otosclerosis was found in 37 per 
cent. I then regarded total mobilization 
as the operation of choice. In fourteen 
of these cases, the stapes was very deep- 
ly placed in the oval window niche and 
indirect total mobilization was _per- 
formed. Even in these anatomically and 
pathologically selected cases for indirect 
total mobilization, refixation has oc- 
curred in 43 per cent. 


In these thirty-seven cases with mini- 
mal anterior footplate otosclerosis, to- 
tal direct mobilization was accomplished 


with the pick or chisel in twenty-three 
patients. Refixation has occurred in 39 
per cent of cases. When the pick or 
chisel is inserted anteriorly, a significant 
labyrinthine disturbance may frequently 
be encountered. In one of these patients, 
there was a marked loss of hearing for 
the high tones. 


When total mobilization of the stapes 
is employed in all cases regardless of the 
pathological circumstances, a high inci- 
dence of primary success may be ob- 
tained with picks, chisels, microdrills 
(Rosen'?; Goodhill?; Schuknecht”? ; 
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Heermann’; Kos'*; Derlacki®; Port- 
mann!’), but the incidence of refixation 
is far greater than 50 per cent. Many 
surgeons motivated by these mechanical 
manipulations met with disappointment 
and, therefore, jumped directly to the 
vein graft, avoiding bypass surgery. 
But bypass surgery is not passé, as indi- 
cated by the high incidence of good and 
lasting results when the otosclerosis is 
bypassed. 


Pathologic Failure 


The pathologic causes of failure in 
total mobilization are crural otosclerosis, 
either anterior crural or bicrural, and 
thick footplate otosclerosis. 

In a recent series of one hundred 
stapes operations, | attempted anterior 
crurotomy in all anterior lesions (50 
cases). In these cases, the chisel was 
placed over the incus onto the anterior 
crus and an effort made to perform an 
anterior crurotomy. In sixteen patients, 
the fixation was so minimal that total 
mobilization of the stapes resulted. In 
these patients with minimal lesions, there 
has been only 15 per cent refixation; 
therefore, in such cases I am not yet 
willing to discard total mobilization, per- 
form a stapedectomy and proceed with a 
vein graft or other interposition tech- 
niques. 


The routine use of the anterior crural 
approach, attempting anterior crurotomy 
with the shaving chisel, will produce a 
minimal number of total mobilizations 
(16 per cent) and automatically elim- 
inates many cases which are pathologi- 
cally unsuitable for total mobilization 
surgery. 


Bicrural Otosclerosis 


In bicrural otosclerosis, refixation is 
almost certain after total mobilization. 
In bicrural otosclerosis it is technically 
difficult or impossible to mobilize or re- 


move the uninvolved central portion of 
the footplate once the entire stapes is 
mobilized. Therefore, when the patho- 
logic diagnosis of bicrural otosclerosis is 
established, the primary surgical attack 
is directed at the normal portion of the 
footplate. Only after this central normal 
portion of the footplate is mobilized do 
I proceed with crural repositioning or 
removal of the stapedial arch and arti- 
ficial recruralization. 


CRURAL REPOSITIONING 


Crural repositioning is the operation 
of choice in bicrural otosclerosis with a 
wide area of normal footplate and a 
wide oval window niche (fig. 3). This 
pathologic circumstance occurs in 8 per 
cent of cases. Crural repositioning is 
also indicated in anterior and marginal 
otosclerosis when the posterior crus is 
fractured at the base during the course 
of the anterior crurotomy; in this cir- 
cumstance, repositioning the posterior 
crus in the center of the mobilized nor- 
mal footplate is additional insurance 
against crural refixation. 


When both of the crura are fixed in 
the otosclerosis and there is a wide area 
of normal footplate in a wide oval win- 
dow niche, this wide central area is first 
mobilized with the pick or chisel. An 
anterior crurotomy is then performed. 
The stapedius tendon is sectioned. The 
posterior crus is then fractured away 
from the otosclerotic area and reposi- 
tioned over the mobilized central area of 
normal footplate. The posterior crus 
may be held in position with gelfoam in 
the posterior inferior portion of the oval 
window niche. Hydeltrasol is used on 
the gelfoam to avoid postoperative fi- 
brous fixation (Shambaugh?). 


Results 


In the last one hundred cases, crural 
repositioning was employed in 8 cases 
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of bicrural otosclerosis. In six of the 
eight cases the operation was successful 
with nearly complete closure of the air- 
bone gap. Crural repositioning was em- 
ployed in a few additional cases of ante- 
rior otosclerosis when the posterior crus 
was fractured in the course of anterior 
crurotomy ; these cases are classified un- 
der “Anterior Crurotomy.” 


It is to be remembered that in work- 
ing with normal viable crura there is 
always a tendency for these tissues to 
grow together; therefore, in crural re- 
positioning the repositioned posterior 
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FIG. 3—Crural repositioning is indicated in bicrural otosclerosis with a reasonable area of normal footplate, 
when the diameter of the oval window niche is comfortably wider than the diameter of the remaining stapedial 
crus. These conditions are found in & per cent of the cases. 
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crus must be situated well away from 
the margin of the oval window niche. 


The pathologic causes of failure of 
crural repositioning are otosclerotic in- 
vasion of the footplate and osseous or 
fibrous refixation of the remaining pos- 
terior crus. 


ARTIFICIAL RECRURALIZATION 
STAINLESS STEEL CRURA 
SUBTOTAL FOOTPLATE FENESTRATION 


The use of artificial crura is patho- 
logically indicated in bicrural otosclero- 
sis with a narrow oval window niche 
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FIG. 4—The stainless steel stapes or polyethylene stapes is indicated in cases of bicrural otosclerosis with a 
reasonable area of normal, or near normal, footplate when the diameter of the oval window niche is less than 
the diameter of the remaining stapedial crus. Normal footplate is mobilized, but subtotal fenestration of the 
footplate is indicated when there is significant otosclerotic invasion of the footplate as shown in this illustration. 
Subtotal fenestrations of the footplate may be temporarily sealed with gelfoam. 


and a wide area of normal footplate (fig. 
4). Artificial crura may be combined 
with a subtotal fenestration of the foot- 
plate (House'':!*) with a gelfoam pledg- 
et when there is questionable otosclerotic 
invasion of the footplate. Artificial cru- 
ra are also useful in secondary stapes 
operations when there is crural destruc- 
tion or fixation, but a reasonable area of 
uninvolved footplate remains. 


To perform a total fenestration of a 
very deep oval window niche requires 


an extensive operation on the oval win- 
dow, which, in turn, may produce pro- 
found postoperative labyrinthine dis- 
turbance. Also, in such a deep oval win- 
dow niche, it is difficult to remove all of 
the mucous membrane; therefore, I pre- 
fer to perform the House subtotal fenes- 
tration of the footplate, removing a seg- 
ment of the footplate with the pick 
without the use of the burr. This does 
not disturb the mucous membrane and 
does not produce excessive bleeding. 
Only in the subtotal fenestrations of the 
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oval window am I willing to rely upon 
the gelfoam pledgets to seal the oval 
window niche. 


The stainless steel stapes (Schuk- 
necht*!) is the prosthesis of my choice, 
for it may be snugly fitted around the 
incus and inserted into the oval window 
niche and is thereby more likely to with- 
stand the ravages of time. Technically, 
inserting the stainless steel stapes is far 
more aggravating than adjusting the 
polyethylene strut, yet I feel it is worth 
this extra effort and is of particular 
value in secondary stapes procedures. In 
the last one hundred cases, artificial 
crura have been used in 14 per cent. Six 
of these were primary and eight were 
secondary. The one failure resulted 
when the bicrural otosclerosis extended 
onto the footplate. In that case, I should 
have performed a subtotal fenestration 
of the oval window and used a gelfoam 
absorbable stopple. 


The pathologic causes of failure of 
artificial crura are a prosthetic misfit 
and/or undiagnosed footplate invasion 
(which is a pathologic indication for the 
subtotal footplate fenestration). 


Footplate Otosclerosis 


FENESTRATION OF THE OVAL WINDOW 
THE VEIN GRAFT 


THE VEIN PLUG STAPEDIOPLASTY 


SUBTOTAL FENESTRATION OF THE 
FOOTPLATE 


ABSORBABLE GELFOAM STOPPLE 


STAPEDIAL REPOSITIONING 


The fenestration of the oval window 
with the surgical burr is indicated in 
thick, footplate otosclerosis. This total, 
or near total, fenestration of the oval 
window requires the vein graft, the vein 
plug, or some viable tissue to seal the 
oval window niche. 
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The classical fenestration of the oval 
window with the vein graft is to be dif- 
ferentiated from the subtotal fenestra- 
tion of the footplate using the gelfoam 
(absorbable) stopple, as advocated by 
House.!? This subtotal fenestration of 
the footplate is indicated when there is 
thin otosclerotic invasion of the foot- 
plate. In such a case, the footplate may 
be fragmented with the pick or chisel 
and a few fragments of the footplate 
removed with less disturbance of the 
labyrinth. 


The fenestration of the oval window 
and the subtotal fenestration of the foot- 
plate are not indicated when there is a 
useful area of normal footplate and 
when a bypass operation may give a 
worthwhile and lasting hearing improve- 
ment without postoperative serous laby- 
rinthitis or the danger of the occasional 
delayed end organ nerve deafness. 


Fenestration of the oval window and 
vein graft have been performed in 26 
of the last one hundred stapes opera- 
tions. Of these, seven were for ad- 
vanced primary otosclerosis, fifteen were 
secondary operations for advanced pri- 
mary otosclerosis following failure of 
an earlier operation. Round window clo- 
sure was present in two patients, and 
two others were fenestration failures; 
these four operations were worthless. 


LABYRINTHINE DISTURBANCE 


Postoperative serous labyrinthitis has 
been discussed by Dr. Shambaugh.* 


Delayed end organ nerve deafness is 
being reported with increasing fre- 
quency following various types of fen- 
estration of the oval window. These pa- 
tients have an initial good result follow- 
ing the fenestration of the oval window. 
About four to eight weeks postopera- 
tively, they develop recruitment and an 
end organ nerve deafness. With this end 
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FIG. 5—Fenestration of the oval window with the surgical burr is indicated in thick footplate otosclerosis. 
In this total, or near total, fenestration of the oval window, a vein graft or some viable tissue to seal the oval 


window niche is required. 


organ deafness, there is the character- 
istic near-complete loss of speech dis- 
crimination and the patient has a worth- 
less ear. To date, this delayed destruc- 
tion of useful hearing has not been ade- 
quately explained. I regard this as a 
“mucous or chemical labyrinthitis,”” rea- 
soning that if a single middle ear mu- 
cosal cell is left under the vein graft and 
folded into the inner ear, that mucosal 
cell will continue to secrete into the inner 
ear, into the perilabyrinthine space, and 
the patient develops the characteristic 
end organ deafness—a _ perilabyrinthine 
hydrops. 


Mucous labyrinthitis with the ultimate 
rapid onset of end organ deafness may 
become a surgical emergency. To date 
all such cases have been treated expect - 
antly with no recoveries and the final 
loss of useful hearing. The next such 
case which I encounter I plan to treat as 
a surgical emergency with removal of 
the vein graft, searching for mucus in 
the inner ear, then inserting a gelfoam 
stopple and a_ stainless steel stapes. 
Schuknecht?? reports such an ultimate 
end organ deafness in about 2 per cent 
of patients and others indicate a similar 
incidence of secondary worthless ears. 
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When the otosclerosis is so extensive 
that it must be removed with a surgical 
burr, then the margin of the oval win- 
dow niche should be thoroughly enchon- 
dralized with the removal of every mi- 
croscopic shred of mucous membrane. 
The removal of this mucous membrane 
is done to prevent the possibility of post- 
operative mucous labyrinthitis. 


House’s subtotal fenestration of the 
footplate is employed when there is less 
extensive pathologic change. In_ this 
technique, the surrounding mucosa is 
not disturbed, for it may stimulate bleed- 
ing into the inner ear. House has dem- 
onstrated that these subtotal fenestra- 
tions of the footplate may be sealed with 
the convenient gelfoam, and I know of 
no delayed end organ deafness resulting 
from this technique. The absorbable 
gelfoam theoretically permits the mu- 
cosa to continue to secrete into the mid- 
dle ear and avoids the danger of delayed 
mucous labyrinthitis. Nevertheless, I 
have never been willing to rely on gel- 
foam to seal the total fenestration of 
the oval window, and feel that such 
a total fenestration requires a viable 
graft. 


The Prosthesis 


Shea and House routinely employ a 


polyethylene strut to reconstruct a 
stapes. Schuknecht?! and Kos!> utilize 
stainless steel. Portmann’’ advocates re- 
placing the stapes over the vein graft as 
originally described by Shea. When 
possible, I try to preserve the posterior 
stapedial crus attached either to the in- 
cus or the stapedius tendon and replace 
it over the vein graft. When the stapes 
cannot be preserved, I prefer to use a 
stainless steel stapes and the vein plug 
stapedioplasty of Kos. 


SURGICAL JUDGMENT 


Surgical judgment was taboo in 1957 
(Farrior*), for at that time the ear sur- 
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geon was almost legally required to at- 
tempt some form of blind total stapes 
mobilization before his confreres would 
sanction the use of the reliable and pre- 
dictable fenestration of the horizontal 
semicircular canal. These blind total 
stapes mobilizations or attempts at 
these blind total stapes mobilizations 
were advocated even in the presence of 
thick footplate otosclerosis, bicrural 
otosclerosis, extensive footplate exten- 
sions and anterior crural otosclerosis, 
which pathologic circumstances are now 
well accepted to be beyond the limits of 
total mobilization surgery. Excessive 
manipulative stapes surgery in the pres- 
ence of this extensive disease process 
has produced permanent injury to many 
inner ears. 


Surgical judgment is again taboo in 
1959. The ear surgeon is now advised 
on good authority to proceed with rou- 
tine stapedectomy and the employment 
of some form of fenestration of the 
oval window and insert an artificial 
stapes. The fenestration of the oval 
window is advocated regardless of the 
existing pathologic circumstances; this 
conveniently eliminates (1) all neces- 
sity for knowledge of stapes pathology, 
(2) the necessity for training in the 
microscopically more accurate bypass 
surgery, (3) disturbances in surgical 
routine, and (4) the necessity for sur- 
gical judgment. 


In contrast to these purely technical 
approaches to a complex stapes problem, 
I feel that the stapes surgeon should be 
permitted to employ surgical judgment. 
I advocate that the stapes surgeon first 
be fully trained in the diagnostic in- 
terpretation of the multiple variables in 
the pathology of otosclerosis, and having 
made a microscopically accurate patho- 
logic diagnosis, the stapes surgeon then 
be fully prepared to proceed with the 
microscopically appropriate, individual- 
ized surgical technique which utilizes the 
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uninvolved portion of the stapes with 
the greatest chance for successful res- 
toration of hearing and with the least 
chance of injury to the inner ear. To 
obtain maximum restoration of hearing 
with minimal damage requires profound 
surgical judgment. 


SUMMARY 


1. Shea has made a great contribu- 
tion to otology in his basic concept of 
fenestration of the oval window and 
the removal of the otosclerosis; it is 
indicated when the otosclerosis needs to 
be removed. 


2. Total mobilization of the stapes 
(direct or indirect) has given more 
hearing to more patients than any other 
technique because of the universal em- 
ployment of this basic technique. 


3. Total mobilization of the stapes 
has been disappointing, however, be- 
cause of the high percentage of refixa- 
tion and limited pathologic adaptability. 


4. A high percentage of good and 
lasting results may be achieved by work- 
ing around, rather than through, the oto- 
sclerosis and utilizing normal portions 
of the stapes ; this is bypass surgery. 


5. The bypass operations are ante- 
rior crurotomy, crural repositioning, 
and artificial recruralization; their spe- 
cific pathologic indications are presented. 


6. Otologists motivated by mechani- 
cal manipulations totalized in total mo- 
bilization, met with disappointment, and, 
therefore, jumped directly to the vein 
graft, bypassing bypass surgery; yet, 
bypass surgery is not passé, as is indi- 
cated by the high percentage of good 
and lasting results when the otosclerosis 
is bypassed. 


7. Bypass surgery is indicated in an- 
terior footplate otosclerosis, anterior 
crural otosclerosis, marginal otosclero- 
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sis, and bicrural otosclerosis as long as 
there is a useful area of normal foot- 
plate. 


8. The subtotal fenestration of the 
footplate (House) is indicated in thin 
footplate otosclerosis. 


9. The total fenestration of the oval 
window is indicated in thick footplate 
otosclerosis and obliterative otosclero- 
sis. 


10. Stapedial repositioning (trans- 
position) is, where applicable, preferred 
to artificial crura. 


11. The Shea stapedectomy and vein 
graft is a great contribution to surgery 
for deafness, but it does produce sig- 
nificant immediate and delayed labyrin- 
thine disturbance. 


12. The immediate and delayed laby- 
rinthine disturbance is less in bypass 
surgery. 


13. The fenestration of the oval win- 
dow and the vein graft or the vein plug 
stapedioplasty are indicated only in path- 
ologic circumstances which will not re- 
spond to bypass surgery. 


14. The complexity of stapes pathol- 
ogy cannot be simplified to a single 
technical approach, but requires highly 
developed pathologic knowledge and 
many surgical skills. 


15. The following classifications of 
stapes pathology are submitted with the 
pathologically appropriate technique: 


16. Summary for Patients: In deat- 
ness from otosclerosis when the oto- 
sclerotic growth of bone is small, the 
operation is performed on the stapes it- 
self. In larger growths of otosclerotic 
bone, all or any part of the stapes may 
be removed and replaced by gelfoam, a 
vein graft, stainless steel, or polyethylene 
tube, to ensure lasting hearing improve- 
ment. 
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SURGICAL PATHOLOGY 
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APPROPRIATE OPERATION 


Anterior Otosclerosis 


Anterior Crurotomy 


Minimal Anterior Otosclerosis 


Attempt Crurotomy 
(Compromise with total mobiliza- 
tion in small lesions) 


Bicrural Otosclerosis 
Wide Niche 
Normal Footplate 


Crural Repositioning 


. Bicrural Otosclerosis 
Narrow Niche 
Normal Footplate 


Artificial Crus 
Footplate Mobilization 


Bicrural Otosclerosis 
Footplate Invasion 


Artificial Crus 
Subtotal Footplate 
Fenestration 


VI. Thick Footplate Otosclerosis 


Fenestration of Oval 
Window and Vein Graft or Vein Plug 


VIL. Obliterative Otosclerosis 


Fenestration of Horizontal Canal 
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DISCUSSION 


FRANZ ALTMANN, M.D., New York: I 
fully agree with conclusions so ably presented 
in Dr. Farrior’s paper. | feel that with the 
operating microscope under 16, or even 25, 
times magnification, we will be able, in the 
majority of cases, to recognize the parts of 
the footplate which have remained free from 
otosclerosis. There is only one minor point I 
want to bring up. | do not think that the mo- 
bilized footplate should be impacted. My own 
histologic findings and those of Lindsay in 
postoperative cases indicate that healed tears 
in the annular ligament are areas of predilec- 
tion for hyalinization, calcium deposits and 


subsequent new formation of bone which 
might lead to reankylosis of the foot- 
plate. This fact should always be remembered 
during mobilization operations. Even in cases 
of thin anterior otosclerosis with a narrow 
bridge of inactive otosclerotic bone extending 
into the anterior margin of the footplate, the 
mobilization attempts should be confined to 
breaking the bony bridge, with careful avoid- 
ance of any tears in the annular ligament. 


The impressive results achieved with re- 
moval of the stapedial footplate or of the 
whole stapes with reconstruction of the sound- 
conducting mechanism through a tissue graft 
alone or together with a prosthesis raise the 
question whether one should even try anterior 
crurotomy, crural repositioning or artificial 
cruralization. If cautious indirect mobilization 
fails, should we not rather routinely remove 
the stapes, or at least the stapedial footplate ? 
Such a modus procedendi could be very tempt- 
ing because it would transform the somewhat 
unpredictable stapes mobilization operation in- 
to a standardized procedure like the fenestra- 
tion operation. It would also eliminate the 
necessity of revisions if reankylosis should oc- 
cur after one of the other procedures. How- 
ever, | sometimes wonder if we are not too 
much concerned with the large percentage of 
cases in which reankylosis occurs and too 
little with the relatively large number of cases 
in which the footplate remains mobile for 
many years. Furthermore, if a tissue graft 
were used, it remains to be seen whether the 
otosclerotic bone of the window frame, “‘ac- 
tivated” by the operative trauma, would not 
also grow into the tissue graft and again pro- 
duce eventually, although perhaps much later, 
an ankylosis of the new footplate. 


It is to be hoped, that artificial prostheses 
will be tolerated indefinitely by the tissues of 
the human middle ear; it is by no means cer- 
tain, although experiments on cats, performed 
by Schuknecht, have so far shown very prom- 
ising results. Even the possibility of a car- 
cinogenetic effect of these substances in ro- 
dents has been brought up, although so far 
there is not the slightest indication of it in 
man. 


Only observation over a long period of time 
will tell whether any of these events will ac- 
tually take place. At the present time it seems 
to us advisable to adhere strictly to Dr. Far- 
rior’s thesis that there are pathologic indica- 
tions specific for each of the types of opera- 
tions upon the stapes, the oval window, and 
the ampulla of the lateral semicircular canal. 


2 
> 

2 

we 
| 
ap 
‘ 
: 
i 

‘ 

5 

As 

4 

: 

i 
4 

iy 
3 
= 
ore 
"4 
are 
= 

f 

* 


262 


ArtHuR L. Juers, M.D., Louisville, Ken- 
tucky: My philosophy of stapes surgery has, 
for the most part, corresponded to that pre- 
sented by Dr. Farrior. While utter confusion 
seems to exist concerning technique, some 
common trends in thinking are crystallizing. 


The desirability of bypassing the lesion is 
no longer questioned. This conclusion is based 
on clinical experience and has been substan- 
tiated by histologic studies presented by Alt- 
mann and Lindsay. However, there is still 
diversity of opinion concerning the manage- 
ment of extensive otosclerotic lesions. I will 
not comment on this specifically. 


I agree with Dr. Farrior concerning the use 
of crurotomy and crural transposition. This 
is easy for me to do, since we simultaneously 
and independently conceived of the utility of 
crural transposition in certain situations. 


I should like to relate briefly my own ex- 
perience with this technique. | presented my 
method of accomplishing this in March at 
Dr. Shambaugh’s workshop, and I should 
like to make a brief comment on what has 
happened to the cases | presented at that time. 
I have made a few modifications in the tech- 
nique. If the lesion is limited to the anterior 
footplate, I start with an anterior crurotomy. 
I purposely try to avoid total footplate mo- 
bilization through the lesion. In the process 
of doing the crurotomy I am able to determine 
whether or not there is any mobility of the 
posterior area of the footplate. If there is 
slight mobility, then I attempt to carry out 
Fowler’s procedure. If the posterior footplate 
shows no visible evidence of motion, then I 
use the posterior crural transposition tech- 
nique. 


[Slide] The first slide shows the crurotomy. 
A description of this technique will be pub- 
lished in Laryngoscope, in case anyone wants 
to follow the details. The posterior crus is cut 
along here. The crus is resected anteriorly, 
and the footplate is fragmented. The cracking 
shown is of an idealistic eggshell type. Ac- 
tually it is impossible to do it that minutely. 
Usually you have two or three fragments, 
and occasionally a definite dehiscence will oc- 
cur. 


[Slide] The posterior crus is positioned, and 
this frequently poses a problem. The crus is 
frequently just a little short of the footplate. 
The gap can be filled in with a little piece of 
bone. When an opening or dehiscence is cre- 
ated larger than desired, | put a piece of soft 
tissue over the opening and the crus over 
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that, as Portmann originally suggested, and 
this completes the usual transposition tech- 
nique. 


Another technique is to make the window 
in the footplate purposely and place the crus 
directly over it, placing some gelfoam around 
it to seal the perilymph space. 


[Slide] This is the chart I showed in the 
spring. The first cases listed are the first ten 
transpositions I did. For the most part, the 
hearing of the patients showed a very excel- 
lent gain. Since then, cases 2 and 4 have re- 
gressed almost completely to the preoperative 
level. In reviewing my operative notes, I find 
that in these cases the bluish footplate was 
relatively thick. In the other seven cases, hear- 
ing regressed about 5 or 10 decibels in the 
first month or two and has since been main- 
tained at that level. In case 10, I made an 
opening in the footplate and placed the crus 
over it, but I didn’t quite get a closure. How- 
ever, this is the only case of the group that 
has maintained the best level at 25 decibels. 


[Slide] The posterior third of the footplate 
was removed in this case, and the crus is 
dangling in the opening. It is always just a 
little short. The perilymph space is sealed off 
with some soft tissue. As you can see, the low 
tones came up quite well, and on the six- 
week postoperative audiogram there is a con- 
siderable drop in high tone bone conduction 
and air conduction as well. This illustrates 
the point that Dr. Shambaugh mentioned. If 
we are going to do statistical studies and 
also know five years from now what happened 
to the labyrinth one week postoperatively, | 
think it is important to do air audiograms and 
perhaps bone conduction audiograms one week 
after the operation. At four weeks, in the 
upper right, there has been moderate recovery 
of the high tone frequencies. 


That newly coined word under the upper 
left audiogram is “acoustalgia,” which means 
discomfort in response to ordinary sound. This 
patient works in an office and ordinary office 
sounds are unpleasant to her. Whether this 
represents an inner ear situation or is due to 
the change in the mechanics, the lack of limi- 
tation of motion—in other words, an exces- 
sively mobile crus with no tissue underneath 
it—I don’t know. I see this occasionally. I 
have seen a few patients in whom vein grafts 
done by others have resulted in similar symp- 
toms even several months postoperatively. 
They cannot listen to television with comfort. 
So I think that we need to consider whether 
we are overmobilizing. 
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[Slide] I feel a little more satisfied with 
this technique, which consists in removing the 
posterior part of the footplate when the le- 
sion is in the anterior part, and plugging the 
opening with some soft tissue. I used a small 
piece of perichondrium here. I have followed 
this technique several times recently and re- 
sults have been most satisfactory. There is 
very little labyrinthine reaction. These people 
go home the day after the operation. They 
have relatively little vertigo which lasts, as 
a rule, not more than three or four hours. I 
think this is another way of utilizing the 
structures that are there for reconstructing a 
useful level of hearing. 


1 should like to have Dr. Farrior comment 
on one problem. In view of the possibility of 
an ultimate drop in cochlear function, what 
interval should we allow before operating on 
the second ear? I know that Dr. Shea now 
says one vear. I certainly think that is a wise 
trend. 


Another question for Dr. Farrior is, “How 
do you think surgical trauma to the lesion will 
affect the otosclerotic activity. Will it increase 
it?” It certainly has been my impression in 
revisions that the bony structures and mu- 
cous membrane look much more hyperemic 
than they did originally. 


Bellucci has observed in laboratory experi- 
ments that trauma to the oval window margin 
stimulates osteogenesis. If the same reaction 
occurs in man, will total footplate extirpation 
and extensive trauma to the entire mucoperi- 
osteum of the oval window recess initiate and 
invite eventual osteogenetic obliteration of 
the recess? Should we, when anatomy and 
pathology permit, avoid removing the foot- 
plate rim and create a large opening only in 
the center, somewhat like that in the last case 
I reported ? 


Lastly, I think that we might ask ourselves 
this question: What price should the patient 
pay for the still uncertain chance of perma- 
nent hearing improvement—not the surgical 
fee but the price in terms of immediate or de- 
layed severe cochlear damage, the frustration 
of regression of improvement, and persistent 
vertigo and, in rare instances, facial paralysis ? 
Is there a different price for cases with mini- 
mal disease as compared to the price for those 
with extensive lesions? Experience to date 
suggests that the price is higher in extensive 
lesions. At what point in the extension of 
pathologic change will the price be too high? 


Only time, further experience, and discus- 
sions such as we have had today can provide 
the answer. 
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VESTIBULAR SUPPRESSION IN FIGURE SKATERS 


Brian F. McCase, M.D. 
ANN ARBOR, MICHIGAN 


Ir is possible for man to learn to 
ignore normal responses from his ves- 
tibular labyrinth. Many thought that 
ballet dancers might do this in dancing 
a pirouette (which is a continuous spin- 
ning step) across the stage, enabling 
them to unaccountably stop suddenly 
and hold a graceful pose, without any 
evidence of postrotatory disorientation 
or nystagmus. But any ballet dancer can 
state how this is done: by “spotting.” 
The dancer fixes visually upon a con- 
veniently prominent landmark, and al- 
lows her body to turn under her until 
she can no longer “hold” this landmark. 
Then, with her body still turning, the 
head undergoes a sudden rapid rotation 
until the original landmark can again be 
fixed upon. This description is in any 
ballet primer. 


There is no_ physiologic change 
brought about in the dancer’s labyrinth. 
Tschiassny,* three years ago, clearly 
demonstrated this by the simple expe- 
dient of blindfolding a ballet dancer. 
Then normal postrotatory nystagmus 
and past-pointing were evidenced. He 
cited Dohlman in explanation of this: 
“There is no cupular displacement on 
brief, rapid rotation of the head, because 
acceleration when rotation starts and de- 
celeration when rotation stops are op- 
posing forces, tending to neutralize one 
another when appearing within a brief 
interval.” 


From the Department of Otolaryngology of the Uni- 
versity of Michigan Medical Center, Ann Arbor. 


Presented at the Sixty-Fourth Annual Session of 
the American Academy of Ophthalmology and Oto- 
laryngology, Oct. 11-16, 1959, Chicago. 


It occurred to us that figure skaters 
spin at a much more rapid rate, yet they 
escape all the sequelae of prolonged ro- 
tation with equal ease. To determine 
whether they “spotted” fractionally, or 
perhaps with their eyes alone, or used 
any other discernible trick to avoid 
postrotatory vertigo, a cinematographic 
study was carried out. 


PROCEDURE 


The services of two highly proficient 
figure skaters were obtained: one, a 
thrice world champion amateur figure 
skater, and the other, a_ professional 
show skater for ten years. On the ice, 
motion picture films of rapid spins were 
made at the regular 16 frames per sec- 
ond (fps) and also at 400 fps. If the 
skaters spotted with the head or frac- 
tionally with the eyes, it could be de- 
tected by viewing the high speed film 
at the regular 16 fps. If their rotational 
speed is 4 rotations per second (rps), 
in the regular speed film a picture would 
be taken every 90 degrees of rotation, 
but in the high speed film, one would be 
taken every 3.6 degrees of rotation. 
This, in effect, slows the speed down 
twenty-five times. Again on the ice, 
films' were made of the subjects doing 
spins stimulating selective pairs of semi- 
circular canals, 1.e., both horizontal ca- 
nals, the right posterior and left supe- 
rior canals, and so on. In the Barany 
chair close observation for postrotational 
nystagmus was made after adequate stim- 
ulation. Barany spins were filmed 
with and without blindfolds, observing 
for nystagmus and staggering on im- 
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mediate tape-walking. These tests are 
all considered nonmaximal vestibular 
stimuli. To provide a maximal stimulus, 
the caloric test using 20 cc. of ice water 
was used, the stream of water playing 
directly on the posteroinferior quad- 
rant of the tympanic membrane for 
twenty seconds. The posterior semi- 
circular canals were tested in unison, 
and the horizontal canal separately. 


RESULTS 


Rotational speeds of 4 per second 
were regularly attained by the subjects 
for up to ten seconds. Speeds of 5 rps 
were attained at times. After each spin, 
the subject was able to stop suddenly, 
holding a graceful pose for as long as 
required. Postrotational nystagmus was 
absent. This applied whether the hori- 
zontal or vertical canals were stimulated 
(fig. 1). This was borne out more clear- 
ly in the Barany spins, where closer 
scrutiny was possible. Slow-motion pho- 
tography provided the examiner five sec- 
onds to examine one rotation. The head 
turned with the body at all times, the 
eyes were half closed, the gaze slightly 
upward. No attempt to spot with the 
head or fractionally with the eyes was 
detectible. Visual fixations of any kind 
were absent; instead, wandering, autog- 
enous eye movements were at times 
present. 


Subjects were able to tape-walk after 
a Barany spin, equally well whether 
blindfolded or not. Nystagmus was ab- 
sent whether blindfolded or not. Per- 
haps the most surprising effect of all 
was the response to the caloric test using 
20 cc. of ice water. Neither vertigo nor 
nystagmus could be elicited by stimula- 
tion of the vertical or horizontal canals. 


DISCUSSION 


To observe the course of develop- 
ment of the above phenomenon, three 
young beginning figure skaters were 


trained by a professional over a 5-month 
period to a certain adeptness in the art 
of spinning on ice. At the beginning, all 
had normal responses to caloric and 
Barany testing. By the end of the sea- 
son, all had markedly diminished but 
not completely absent responses to the 
tests employed. It is debatable whether 
residual vestibular activity prevented 
their ability to spin faster and better at 
this point, or whether their natural ath- 
letic capacities prevented faster and 
more prolonged spinning, thus produc- 


FIG. 1—The absence of visible postrotatory sequelae 
applied whether the vertical or the horizontal canals 
were stimulated. (Scene from the film) 


ing further diminution of response. 
Further experimentation is under way 
to determine this point. The canals 
whose axes are the same as the axis of 
rotation are first to decrease in response. 
In the newly trained subjects, the decline 
in the response of the horizontal canal 
was greater than that of either posterior 
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FIG. 2—Loss of response due to fatigue shows definite signs of recovery after a short rest period. 


FIG. 3—In adaptation, the loss of response shows full recovery after a short rest period. 


canal, in which responses were nearly 
normal. It is likely that posterior canal 
response will steadily diminish. In the 
two original subjects, the effects of re- 
peated stimulation primarily to the hori- 
zontal canals were eventually distributed 
to all canals. 


It is also likely that these effects are 
reversible. After any prolonged layoff, 
even a few weeks, the first two subjects 
noted moderate dizziness on rapid rota- 
tion, which disappeared in a few days if 
spins were continuously performed. 


Three neurophysiologic mechanisms 
may explain the demonstrated response 
decline. These are fatigue, adaptation, 
and central suppression. 


Fatigue is neural in origin, occurring 
in the vestibular nerve or vestibu- 
lar nuclei, and is due to an accumu- 
lation of chemical mediator causing 
block at the point of synaptic transmis- 
sion. The loss of response here, after a 
very short rest period, shows definite 
signs of recovery (fig. 2). In a matter 
of minutes or hours, complete recovery 
occurs. 
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Adaptation occurs probably in the 
hair cell itself. After a short rest period, 
complete recovery from adaptation takes 
place (fig. 3). Furthermore, the adapting 
elements of the cupula show a directional 
specificity; that is to say, prolonged 
cupula deflection in one direction dimin- 
ishes its subsequent response to deflec- 


Central suppression seems the most 
likely mechanism to describe the phe- 
nomenon we see here. In this process, 
recovery after response decline, follow- 
ing a short rest period, is negligible 
(fig. 4). This suppression is first over 
the cupulae, stimulating the suppression, 
but then spreads to involve the entire 


FIG. 4—The loss of response due to central suppression shows no recovery after a short rest period. 


tions in the same, but not in the oppo- 
site, direction. In the three skaters who 
received training, response decline was 
accomplished almost exclusively by ro- 
tation in a clockwise direction, while 
loss of response to both clockwise and 
counterclockwise stimulation was evi- 
denced in the final tests. 


(Habituation is a generic term which 
gained currency in the old literature, ap- 
plying in psychology to the loss of re- 
sponse to repeated sensory stimuli, 
whatever the cause. It is henc. a non- 
specific term supplying no information 
as to the physiologic mechanism. Its use 
today seems best restricted to those 
drugs which produce somatic or psychic 
dependence, particularly those produc- 
ing withdrawal symptoms. ) 


vestibular labyrinth and, hence, must 
involve higher neuron arcs in the proc- 
ess. We know at least some of the cen- 
tral connections which produce inhibi- 
tion of the vestibular nuclei: The 
cerebellar cortex, for example, has a 
direct inhibitory influence over the nu- 
cleus fastigius, which is itself booster 
to the lateral vestibular nucleus of the 
same side but an inhibitor of that of the 
opposite side (fig. 5). Through the cor- 
ticopontocerebellar tracts, the cerebral 
cortex participates in this regulatory ac- 
tion. 


It is possible, then, to attain complete 
vestibular suppression by a physiologic 
means. So far as I know, this is the 
first recorded instance of complete ves- 
tibular suppression in otherwise nor- 
mal, healthy people. This evidently has 
been an active, intended suppression. 
We know that in both Méniére’s dis- 
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FIG. 5—We know of some of the brain tracts operative in producing central suppression from 


vestibular centers. (after Cranmer) 


ease and motion sickness, the most dis- 
tressing symptoms are mediated through 
the vestibular apparatus. Although the 
psychogenic component probably is 
great in both these diseases, whether 
this is cause or effect is debatable. It 
would seem, however, that particularly 
in motion sickness, a method of central 
suppression would be a more physiologic 
and, hence, a more desirable method of 
management than is presently available. 


It is our intention to extend present 
research into this phenomenon, study- 
ing the development of suppression in 
normal and in pathologic ears. Further 
experimentation must await the con- 
struction of a high-speed rotating plat- 
form with speeds approaching 300 rota- 
tions per minute, to approach those rates 
producing suppression in the above 
subjects. 
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HEARING TESTING ON THE VERY YOUNG CHILD 


Follow-up Report on Testing the Hearing of 968 
Preschool Patients with the Pediacoumeter 


C. Orar Have, Px.D. 


BY INVITATION 
FREDERICK R. M.D. 
HOUSTON, TEXAS 


Tue differential diagnosis of speech 
delay and the accurate assessment of 
hearing loss in the very young child con- 
tinues to be among the most challenging 
problems facing the ear, nose and throat 
physician or hearing clinic today. This 
is particularly true since the success of 
language and speech development is 
largely dependent on the early com- 
mencement of appropriate training pro- 
cedures following such diagnosis. Sev- 
eral years ago we! described the devel- 
opment of a solenoid-released jack-in- 
the-box device, the Pediacoumeter, to be 
used as accessory equipment to the au- 
diometer in measuring the pure tone 
thresholds of the very young child aged 
from 2 through 5 years. It was our feel- 
ing then, and our very firm conviction 
now, after Pediacoumeter hearing tests 
on nearly 1,000 ear, nose, throat, and 
delayed speech patients since that time, 
that before an accurate evaluation or 
diagnosis of hearing impairment can be 
made, before a differential diagnosis of 
speech delay expected, or before a pre- 
scription made for amplification or edu- 
cational needs, the child must be tested for 
his threshold of hearing pure tones. The 
physician or audiologist is often forced, 
however, to delay such testing until a 
child has reached the age of 5 or 6, for 
it is virtually impossible, with conven- 
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tional audiometric techniques, to obtain 
an accurate evaluation of the hearing in 
a very young child. The listening situa- 
tion is meaningless to him; he does not 
understand what is expected of him; his 
short attention span makes it impossible 
for him to attend consistently and for 
adequate lengths of time; and he has no 
motivation for listening to the very faint 
threshold sounds. In order that such an 
evaluation may be accomplished satisfac- 
torily on a young child from 20 to 60 
months, and on the slightly older child 
with short attention span, it is necessary 
to have a device which will capture and 
hold his interest for the listening situa- 
tion. Such a device must also motivate 
him to want to attend to the very faint 
threshold sounds. The reward of seeing 
the funny painted dolls of the Pedia- 
coumeter and the surprise element of 
their popping up has accomplished this 
where conventional audiometry has 


failed. 


The Pediacoumeter consists of a small 
case in which are mounted seven doll 
heads. These doll heads are fastened to 
shafts from seven solenoids providing 
the driving force for the release of the 
figures up and out of their houses when 
the pushbutton switch is closed by the 
child, as he hears the audiometric pure 
tones. A separate switch is provided in 
the line to prevent random completion 
of the circuit by the child when the 
audiometer tones are not presented. 
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Before the Pediacoumeter is employed, 
some preliminary adjustment of the pa- 
tient to the testing situation and observa- 
tion of his behavior is indicated. Most 
very young children on being ushered 
into the soundproof rooms have a cer- 
tain amount of apprehension, and may 
vigorously resist the hearing testing pro- 
cedure if approached too rapidly. It is 
wise to let the child move about freely 
for some time, investigating the room 
and playing with a few toys. During this 
time he begins to feel more comfortable 
and the tester has an opportunity to ob- 
serve his general behavior and his motor 
control, curiosity, use of visual cues, 
language and speech, and his gross re- 
sponse to sound. During this time one 
can measure his cessation of activity or 
searching responses to roughly calibrat- 
ed noisemakers or sound effects pre- 


sented through the freefield speaker set- 
up. A thorough history and otologic 
examination should already have been 


done at this point. If the child is severe- 
ly delayed in speech and language devel- 
opment, some sort of behavioral inven- 
tory profile for the differential diagno- 
sis of deafness, mental retardation, 
aphasia, and emotional disturbance 
should also be plotted during this time 
from information obtained by observa- 
tion of the child and interviews with 
the parent. 


When the child is happy with the en- 
vironment, the next task is to get him 
to accept the earphone headset. A minia- 
ture headset of small rubber cups glued 
to an old bone conduction head band, to 
which is attached a hearing aid cord, can 
be very useful. A boy or girl doll is giv- 
en to the child, the headset is placed on 
the doll and the cord “plugged” into the 
wall. Several large pictures of small 
children with earphones, “playing the 
game,” to which reference can be made, 
are also helpful. Then an additional 
headset for the parent usually convinces 
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the child that he has nothing to fear 
from the phones. 


If the child has speech understanding 
and will accept the phones at this point, 
a speech reception threshold may be ob- 
tained as an indication of the approxi- 
mate range where pure tone probing 
should begin, and also as confirmation 
of the pure tone average thresholds later 
recorded. The child is asked to “point 
to” or “pick up” or “give to Mommy” 
common, familiar toy objects which are 
represented in his vocabulary. The in- 
tensity of the voiced requests is gradual- 
ly attenuated until the lowest level at 
which three instructions can be correct- 
ly carried out is reached, and this is tak- 
en to be his speech reception threshold. 


The results of our tests on 968 pre- 
school patients using the Pediacoumeter, 
since the time of the original report in 
1951, is shown in table I. It is broken 
down into age groups from one year 
through five, and shows the number of 
successful and unsuccessful tests with 
percentages for each group and for the 
total series. By successful testing 1s 
meant the plotting of what was felt to 
be a reliable pure tone air conduction or 
AC and BC threshold audiogram, on a 
patient whose responses were consistent- 
ly present immediately above threshold, 
present at least two out of three times at 
threshold, and consistently absent im- 
mediately below threshold. Figure 1 
shows that we have been 96 per cent 
successful with the 5-year-old (287 out 
of 298), and 94 per cent successful in 
testing the 4-year-old (272 out of 287). 
In testing the 3-year-olds we have had 
a percentage of success of 82 per cent, 
or 187 out of 227. There were 62 suc- 
cessful tests on 2-year-olds for a per- 
centage of success of 47. On the 1l-year- 
olds we had only three successes—one 
child 21 months old and two who were 
22 months old—for a percentage of 12. 
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I 
PEDIACOUMETER RESULIS 
1952-1959 
AGE GROUP 
RESULT 5 tro 5-11 | 4704-11 | 3 3-11 270 2-11 | 1701-11 | TOTALS 
| 
Successful. Complete pure tone | 
audios 287 272 | 187 62 3 811 
Unsuccessful. No conditioning. | | 
Phones tolerated 7 | 41 12 | 90 
Unsuccessful. No cooperation | | 
with earphones | 4 Re 19 28 10 67 
% successful tests | 96 weit 82 47 12 83 


The small number of total cases in the 
l-year group is due to the fact that on 
many infants no attempt is made to use 
the Pediacoumeter if it is certain that it 
can have no application, and reliance is 
placed on noisemakers and sound effects. 
Also poor response to sound or delay in 
speech is often not recognized or inves- 
tigated by the parents until about the 
second birthday. The totals show 811 suc- 
cessful tests, 90 unsuccessful where 
conditioning to testing with pure tones 
was not possible, 67 additionally unsuc- 
cessful because of lack of cooperation 
with the earphone headset or one ear- 
phone held to the ear, out of a total pre- 
school population of 968. This repre- 
sents a total percentage of success of 83, 
with 17 per cent unsuccessful. The 
Pediacoumeter has been used advan- 
tageously on many children 6 and over 
who had had brain injuries, were men- 
tally retarded or otherwise severely hand- 
icapped in language areas and attention 
span, but these were not included in this 
study of preschool youngsters. 


In place of describing the use of the 
Pediacoumeter, I would like at this time 
to present a short film which demon- 


strates the technique of testing—in this 


case on a child two years and one month 
old. 


| Motion picture was shown. | 


In conclusion, it has been pointed out 
that early diagnosis and assessment of 
hearing impairment is imperative, and 
that conventional audiometric techniques 
do not suffice in testing the very young 
child. In addition, it has been suggested 
that an interesting, appealing attention- 
holding device which will motivate the 
young child to want to attend to the very 
faint threshold sounds is essential for 
successful pure tone testing. The re- 
sults, which have been described, on 968 
very young preschoolers indicates that 
the Pediacoumeter has proved to be 
highly successful in testing this very dif- 
ficult age group. 
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A QUASI-INTEGRATED BURIED MUSCLE CONE IMPLANT WITH 
GOOD MOTILITY AND ADVANTAGES FOR 
PROSTHETIC FITTING 


Lee ALLEN 


BY INVITATION 


and 


Epwarp C., Fercuson, III, M.D. 
Atson E. Bratey, M.D. 


WE are told that many ophthalmic 
surgeons are reluctant to use any mo- 
tility implant more complex in form than 
the simple plastic, glass, or metallic ball. 
One reason given is the surgeon’s geo- 
graphic isolation from eye fitters who 
have the special knowledge required for 
properly fitting each type of implant. 
This problem provided strong motiva- 
tion for the recent organization of eye 
fitters into professional associations. 
Their objectives include ready exchange 
of information and thorough training of 
students of ocular prosthetics. We be- 
lieve these organizations will be success- 
ful. Therefore, we feel that this is an 
appropriate time to present a new buried 
motility implant and the surgical proce- 
dures essential to its success. 


With this implant, we have accom- 
plished a keying of the prosthesis and 
implant through a complex of form re- 
lationships. This has been possible de- 
spite the fact that the implant is com- 
pletely buried —thus the term gquasi- 
integrated. Beyond the obvious purposes 
of replacing volume and _ transmitting 
immediate and adequate motility to the 
prosthesis, the aims of this implant ex- 
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tend to the field of prosthetic fitting. The 
problems of sagging of the lower lid, in- 
ferior displacement of the prosthesis, 
invagination of the upper lid, and cyclic 
rotations of the prosthesis are reduced 
to relative insignificance. While persons 
of all age groups benefit, several of the 
advantages are especially notable in 
elderly persons in whom lack of tissue 
tonus is more common. When such per- 
sons with the new implant are fitted with 
prostheses based upon correctly made 
alginate impressions, the prostheses are 
supported to fill all spaces well. In our 
experience to date, this has resulted in 
healthier sockets, requiring little atten- 
tion from the patients or their physi- 
cians. 


CLASSIFICATION AND 
HISTORICAL BACKGROUND 


It is not the purpose of this paper to 
discuss the history of evisceration and 
enucleation, nor is it our purpose to com- 
pare all types of implants. Evisceration 
and enucleation can be generally classi- 
fied by the shape or other special physi- 
cal quality of the implant and its method 
of implantation. The following is a sim- 
ple classification: 


I. Evisceration 


A. Simple 
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B. Buried intrascleral implant 


1. Spherical implant 
2. Nonspherical implant 


C. Semiburied (integrated) intra- 
scleral implant 


II. Enucleation 
A. Simple 


B. Buried muscle cone implant 


1. Spherical implant 

2. Nonspherical (quasi-integrat- 
ed) implant 

3. Magnetic (semi - integrated) 
implant 


C. Semiburied (integrated) implant 


The subject of this paper, the Lowa 
implant, is a nonspherical (quasi- 
integrated) buried muscle cone implant. 
Only this type is considered in the fol- 
lowing discussion. 


Wheeler’ was one of the first to mod- 
ify the classical sphere implant by add- 
ing grooves to receive the rectus mus- 
cles. The purpose was not to increase 
motility beyond that with the true sphere 
but to prevent migration of the implant 
and deepening of the upper lid fold. 
This implant was placed secondarily af- 
ter a simple enucleation. 


A number of implants have been de- 
vised which make provision for the at- 
tachment of muscles and cause more in- 
stantaneous motility by means of a flat, 
or a nearly flat, anterior surface. One 
of the more highly developed of those 
was that of Allen and Allen.' The 
Hymes? implant also has a flat anterior 
surface. In that it has grooves for the 
muscles, it resembles the Iowa implant. 
However, since there are no rounded 
mounds on its anterior surface, it can- 
not by intent or by coincidence be de- 
pended upon to support the prosthesis or 
to prevent cyclic rotation of the prosthe- 
sis. 


A few other buried implants, aside 
from true spheres, have been designed 
to present other than flat surfaces toward 
the artificial eyes. Several, including 
some variations of the Allen implant, 
give a slightly curved or even a full 
rounded surface to which the prosthesis 
is fitted. These have been advocated for 
the sake of easier fitting. Snellen reform 
eye shapes, including stock eyes, are 
usually used with little alteration in such 
sockets. While some sockets so equipped 
provide good motility, in the average 
case the result is not as good as with im- 
plants with other types of anterior sur- 
faces. In our opinion, the most impor- 
tant reason for this is that the hollow 
Snellen type of prosthesis over a curved 
implant resembles a ball-and-socket joint, 
which is used specifically to allow for 
the very type of slippage to be avoided 
in the case of implants. 


In one of the attempts to avoid such 
slippage, Dimitry* advocated a semi- 
sphere topped by a prism. The semi- 
sphere was set posteriorly, and the 
prism forward. The apex of the prism 
ran in the vertical meridian, and Tenon’s 
capsule and conjunctiva were closed 
along it. Unfortunately, with the artifi- 
cial eyes available at the time of its pre- 
sentation, no movement occurred. This 
implant, presumably, also failed to sup- 
port the prosthesis. 


Two implants have offered better 
motility and support of the prosthesis. 
Both, however, make no provision for 
the prevention of cyclic rotation. They 
are the basket implant of Cutler’ and 
that of Culler.2 The latter has for its 
anterior surface a rounded cylinder cov- 
ered with tantalum mesh. This cylinder 
is affixed to a modified sphere. Cutler, in 
describing his basket implant, has set 
forth very simply and clearly its ra- 
tionale, which coincides with our own: 


It is a common observation that whether 
an evisceration or an enucleation with im- 
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plantation has been done there is a fairly good 
movement of the stump. This is true whether 
the rectus muscles have been sutured together 
or not. In fact, often surprisingly good move- 
ment in the socket is obtained with a simple 
enucleation. The problem has been to transmit 
the movement to the prosthesis. Its solution 
has been aided by the recent development of 
molded plastic artificial eyes, which give a 
better contact with the socket, resulting in 
increased movement. 


The purpose of a basket implant, with a 
resulting depressed area in the socket, is to 
give the prosthesis, which has a stud project- 
ing posteriorly, a grip on the stump... . 


FIG. 1—Implant (right) showing 
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There is reason to believe that the im- 
plant can be made of other materials. 
The back of the implant is a hemisphere, 
with a radius of 21 mm., having on its 
forward surface four rounded mounds. 
The over-all anterior-posterior dimen- 
sion of the implant is 15 mm. and the 
height of the mounds is 5 mm. The 
grooves between the mounds are 4.5 
mm. wide at the base of the mounds and 
5 mm. wide near the apex of the mounds. 
These grooves are depressed centrally 
to allow for the thickness of the imbri- 


hole (a-a) through 


medial base of mounds for fibrous tissue invasion, holes (b) for reception of 
insertion clips and fibrous tissue fixation, conformer, (c) showing posterior 


surface with the four depressions. 


I have seen two cases in which a ball im- 
plant was placed in the sclera with extremely 
good movements, practically as good as that 
of the normal eye; but because of the smooth 
contour, only a small amount could be trans- 
mitted to the prosthesis. 


Many enucleation procedures and implants 
have been devised to insure action of the ocu- 
lar muscles, by suturing them in front of the 
prosthesis or to the prosthesis itself. It is my 
opinion, as previously stated, that the problem 
of motion of the prosthesis does not lie in this 
solution. 


THE IMPLANT, THE CONFORMER, 
AND THEIR RATIONALE 


The Iowa implant (fig. 1) at present 
is constructed of clear acrylic plastic.* 


*Manufactured by Precision-Cosmet Company, Inc., 
529 S. Seventh St., Minneapolis 15. 


cated muscles. The centers of two ad- 
jacent mounds are 9.75 mm. apart. The 
outside dimension of two adjacent 
mounds is 19.5 mm., and the outside 
dimension of two diagonally opposing 
mounds is 21 mm. A communicating 
hole (fig. 1, a-a) passes through the cen- 
tral base of each mound. These were 
originally designed for sutures, but su- 
tures attaching to the implant were found 
unnecessary. These holes are now left 
in the implant so that fibrous tissue will 
grow into them, affecting a firm union 
between implant and muscles. Two holes 
drilled in the form of a “V” (fig. 1, b) 
are present at the peripheral base of each 
mound. These holes are for the inser- 
tion of the cross-action stainless steel 
clips (fig. 2, a) which form a jig for 
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placement of the implant. The construc- 
tion of the clips and holes allows the 
clips to disengage easily when com- 
pressed at points indicated at d in figure 
2. The volume of the implant is 3 cc. 
The comformer (figs. 1 and 2, c) is nar- 
rower on the nasal side and has on its 
posterior surface four depressions which 
fit over the mounds of the implant. 
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Support of the prosthesis has several 
advantages. Since it is not supported by 
the fornix and lower lid, no inferior 
displacement of the prosthesis or sag- 
ging of the lower lid occurs. This is par- 
ticularly helpful in elderly individuals 
who have poor tissue tonus. Support of 
the prosthesis with proper construction 
of its superior rim offers an adequate 


FIG. 2—-Stainless steel wire clips (a) placed in holes (b) of implant 
before operation. Finger grips (d) for disengagement of clips from 


implant. Conformer (c) 


The lowa implant, although complete- 
ly buried, has in part the desirable fea- 
tures of the integrated implant. These 
desirable features are (1) support of 
the prosthesis without major dependence 
on the lower lid and fornix, (2) good 
transmission of movements from the 
implant to the prosthesis, and (3) the 
prevention of cyclic rotation of the pros- 
thesis. These are accomplished by the 
four rounded mounds on the front sur- 
face of the implant, which “key” into 
corresponding depressions in the back of 
the plastic prosthesis to support the pros- 
thesis against gravitational pull and 
pressure from the upper lid. The lids, 
predominantly the upper, hold the pros- 
thesis against the mounds. 


to be placed in socket immediately upon 
completion of surgical procedures. 


fulcrum to the levator muscle, tending 
to prevent ptosis and inequalities of 
level of the upper lid. It also offers ade- 
quate bulk to the superior fornix, tend- 
ing to prevent invagination of the upper 
lid. 

Stone® lists four theories for the 
causation of invagination of the upper 
lid. They are (1) malposition of the su- 
perior rectus muscle, (2) loss of volume 
with removal of the globe, (3) atrophy 
of orbital fat, and (4) traumatic frac- 
ture and depression of the orbital floor. 


In regard to malposition of the supe- 
rior rectus, his argument is as follows: 
The superior rectus muscle is attached 
to the superior fornix and the levator 
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muscle. Displacement inferiorly, poste- 
riorly, or anteriorly of the superior rec- 
tus at the time of surgical operation pro- 
duces an indentation of the upper lid, 
where invagination usually occurs. Thus 
it is apparent with our particular implant 
that the superior rectus muscle may be 
brought forward and downward, which 
should produce the following changes: 
(1) an invagination of the upper lid, 
(2) possibly a ptosis, and (3) a diminu- 
tion of the superior fornix. Perhaps we 
have a happy combination of factors 
with our implant. The superior fornices 
have been deep, and all cases of invagin- 
ation of the upper lid and ptosis have 
been ameliorated by the proper con- 
struction of the prosthesis. 


An implant which does not migrate 
and supports the prosthesis in a normal 
position does not require complete re- 
placement of the volume of the normal 
globe. 


The movement of the prosthesis within 
the range of “conversational” eye move- 
ment is immediate and adequate. Move- 
ment in extreme gaze is limited, as with 
all prostheses, by the extent of the con- 
junctival sac. However, movement of 
this implant is exceeded only by that of 
the truly integrated implants. 


Cyclic rotation has been a problem in 
only one of all the Iowa implants used 
at this institution. 


Preparation of the Acrylic 
Implant and Accessories 


Sterilize and store the implant and its 
special conformer in 1:1000 benzalkoni- 
umi chloride solution. Never autoclave or 
boil the implant. Never apply any com- 
mon germicidal solution, alcohol, ether, 
or other solvent to the implant. 


The stainless steel insertion clips may 
be sterilized as any other metal instru- 
ments. 
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Rinse the implant and conformer thor- 
oughly with distilled water or saline.so- 
lution before the surgical operation. 
Place each insertion clip into the two 
holes (b) at the outer side of each of 
the four mounds of the implant, as pic- 
tured in figure 2. 


Anesthesia 


The patient receives premedication, as 
any patient does who is to have local 
anesthesia. An O’Brien akinesia, a 2 cc. 
retrobulbar injection, and a 1 cc. injec- 
tion beneath each rectus muscle comprise 
the anesthesia. In most cases this is ade- 
quate ; however, in those cases where an 
inordinate amount of reaction and edema 
is present, general anesthesia may be 
preferred. 


SURGICAL TECH NIQUE 


Preparation of the Conjunctiva, 
Tenon’s Capsule, 
and the Rectus Muscles 


The conjunctiva and Tenon’s capsule 
are incised down to the sclera and as 
close as possible to the cornea. This may 
be done either with scissors or a canali- 
culus knife. With these two structures 
held away from the globe, Stevens’ scis- 
sors are inserted and spread in each 
quadrant between the muscles in order 
to free the adhesions of Tenon’s capsule 
from the globe. Each rectus muscle is 
prepared similarly. A muscle hook is 
passed beneath the muscle and held with 
the handle toward the center of the cor- 
nea. If conjunctiva and Tenon’s capsule 
are grasped immediately over the mus- 
cle and held away from the globe, a 
concavity parallel to the muscle inser- 
tion (fig. 3A, a) will be noted, begin- 
ning shortly behind the muscle insertion. 
This is the reflection of Tenon’s capsule 
from the muscle sheath. If Stevens’ 
scissors are spread in this concavity close 
to the muscle, the weaker structure will 
give and the muscle sheath will be en- 
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FIG. 3—A. Concavity (a) formed at point of reflection of Tenon’s capsule and conjunctiva. 
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Semi- 


schematic representation of intermuscular septum (b). 


B. Opening (c) made in muscle sheath. Scissors are shown spread in cavity thus formed be- 
tween sides of sheath still attached to edge of muscle. 


C. Separation (d) of one side of muscle sheath, scissors in act of separating other side (e). 


D. One edge (f) of muscle separated from intermuscular septum, scissors (g) cutting membrane 


at other edge of muscle. 


tered as represented at c in figure 3B. 
Only fine adhesions of the sheath to the 
muscle exist, and they are broken easily 
by spreading. The sheath is then di- 
vided, as has been done at d in figure 
3A, along each margin of the muscle 
back to the orifice in Tenon’s capsule, 
through which the muscle passes to the 
orbit. The sides of the muscle sheath 
will be seen to run perpendicular to the 
globe, as ¢ in figure 3C, before being cut. 


Parallel to the globe and inserting at 
the lateral margins of the muscle is the 
thin intermuscular septum, represented 
semischematically at 6 in figure 3A. This 
too must be divided, as has been done at 
f in figure 3D, back to the orifice in 
Tenon’s capsule. After these fascial at- 
tachments have been severed, the muscle 
will be free of all attachments for 10 to 
14 mm. The inferior rectus is an excep- 
tion and, because of its proximity to the 
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FIG. 4—Steps in the implantation surgery. 
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inferior oblique, the orifice in Tenon’s 
capsule is further forward. Adequate 
mobilization of this muscle may be ob- 
tained, once it is removed from the 
globe, by spreading with scissors along 
the muscle to free it from the orifice in 
Tenon’s capsule. The orifice must not be 
incised or orbital fat will herniate 
through Tenon’s capsule. If the inferior 
rectus is not freed adequately, it will 
draw the inferior oblique forward and 
tend to obliterate the inferior fornix 


and to reduce the prominence of the 
mounds. 


Legend of Fig. 4, continued 


A. 
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The handle of the muscle hook is re- 
versed away from the globe, and a 4-0 
chromic catgut lock suture is placed 1.5 
mm. from the muscle insertion. The su- 
ture placement shown in figure 4A has 
worked well and will not slip if properly 
placed. The first stitch of the lock su- 
ture is through the muscle substance. 
The second stitch crosses diagonally be- 
neath the first, and then passes through 
the loop, producing an overhand knot 
which incorporates muscle and is well 
anchored in it. In this procedure, 4-0 
chromic catgut is used throughout. The 
muscle is then severed from the globe. 


A double-arm 4-0 chromic catgut lock suture is placed 1.5 mm. back from each muscle insertion. 


At each margin of the muscle, the first stitch of the lock suture is through the muscle substance. The second 
stitch crosses diagonally beneath the first, and then passes through the loop, producing an overhand knot 


which incorporates muscle and is well anchored in it. 


B. The implant in place supported by its jig of insertion clips. Note that the rectus muscles are oriented 


in line with the grooves between the mounds. 


C. Sutures from the inferior rectus are passed through the superior rectus from beneath, 5.0 mm. 
back from the insertion and about one third of the way in from the edge of the muscle. 


D. The suture is tied across the superior rectus. Note that one arm is saved as indicated at (S); the 


other 1s cut. 


E. Each suture from the superior rectus is passed around and under the edge of the inferior rectus, 
then through inferior rectus and then superior rectus about one third the width of the muscle from the edge. 


The total imbrication is 5 to 5.5 mm. 


F. The suture is tied across the superior rectus. Again one arm of the suture is saved and the other is cut. 


G. The horizontal muscles are imbricated and sutured in a similar manner. All sutures of the horizontal 
muscles are cut, but the sutures from the vertical muscles are saved. Note that the lateral rectus is sandwiched 
between the medial rectus and the overlapped vertical muscles. 


H. The sutures from the vertical muscles are passed up through the center of the imbricated horizontal 


muscles. 


I. The sutures from the vertical muscles are tied across the center of the horizontal muscles. Once again, 


they are saved. 


T. The muscles are expanded over the face of the implant by simple sutures through adjacent muscles 


next to each mound of the implant. 


K. At four points exactly in line with each rectus muscle, the sutures previously saved are passed 
through Tenon’s capsule for 4 mm., 3 mm. back from the edge. The sequence is important. One suture is 
placed in line with the lateral rectus, and then the inferior rectus. The other begins diametrically opposite 
in line with the medial rectus, and then the superior rectus. 


L. The jig has been removed. Tying the two sutures produces a cloverleaf closure. 


M. Eack of three of the four loops of the cloverleaf is closed with a single suture. An exception, the 


superior temporal loop, requires two. 


N. The conjunctiva is closed with five or more sutures to as near a horizontal line as the irregularity 


of the edges allows. 


©. The conformer is placed in the socket immediately, the narrowest end toward the nose. Presence of 
the conformer and a pressure dressing markedly reduces postoperative edema. 
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The stump of the medial rectus may be 
cut long to facilitate grasping the globe 
for enucleation. If it should be cut short, 
a suture in the muscle stump works just 
as well. 


Removal of the Globe 


Severance of the superior oblique and 
inferior oblique muscles before enuclea- 
tion of the globe has always seemed to 
facilitate placement of the enucleation 
scissors, particularly if the medial ap- 
proach was used. These muscles do not 
limit abduction and only partially limit 
anterior displacement of the globe. How- 
ever, they tend to limit lateral displace- 
ment of the globe. Severance of these 
muscles is certainly not necessary and 
should be omitted if these muscles are 
difficult to locate. If the lateral aspect of 
the superior rectus insertion is followed 
as it turns toward the posterior pole of 
the eye, it will be found to point directly 
toward the anterior aspect of the supe- 
rior oblique insertion and often is al- 
most continuous with it. The inferior 
oblivue insertion is readily found by fol- 
lowing back the inferior margin of the 
lateral rectus. 


The enucleation scissors are spread on 
either side of the optic nerve to free 
further the posterior pole of the globe. 
The closed scissors define the optic 
nerve, and it is caught in the jaw and 
cut. The remaining fascial attachments 
are severed close to the globe as it is 
delivered. 


There are three points of caution in 
regard to enucleation: 


1. Care must be taken to avoid cutting 
the muscles or their sutures. 


All active bleeding must be stopped. 


If a large hole is cut in Tenon’s cap- 
sule, it probably should be closed. 


Bleeding within Tenon’s capsule after 
implantation increases the probability 
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of extrusion. There are several methods 
for freeing the optic nerve which 1n- 
corporate a hemostat or other device to 
control bleeding. These devices tend to 
cause a larger hole in Tenon’s capsule; 
therefore, the scissors alone have been 
used. A pack of gauze is placed in the 
socket and pressure applied to it for a 
few minutes. Tenon’s capsule has never 
been closed posteriorly in this procedure, 
but it seems logical to close it if a large 
hole is present. In one case of endoph- 
thalmitis, an enucleation was done in 
order to obtain a specimen. Chloram- 
phenicol, intramuscular suspension 40 
per cent, was deposited in Tenon’s cap- 
sule before placement of the implant. 
This implant was retained. 


Im plantation 


The implant is placed in Tenon’s cap- 
sule and held by its jig of four insertion 
clips (fig. 4B, a). The clips not only 
serve to support the implant but also re- 
tract the surrounding tissue and act as 
guides for the arrangement of muscles 
and sutures. The rectus muscles are 
aligned with the crossed grooves be- 
tween the mounds. 


Sutures from the inferior rectus are 
passed through the superior rectus 
from underneath, 5.0 mm. back from 
the insertion and about a third of the 
way in from the edge of the muscle 
(fig. 4C). The suture is tied across the 
superior rectus (fig. 4D). One arm is 
saved, as indicated at s; the other is 
cut. This suture will be preserved and 
utilized throughout much of the pro- 
cedure. 


Each suture from the superior rectus 
is passed around and under the edge of 
the inferior rectus, then up, first, through 
the inferior rectus, then through the 
superior rectus about one third of the 
width of the muscle from the edge (fig. 
4E). This is done so that the muscles 
remain overlapped 5.0 to 5.5 mm. These 
sutures are tied over the superior rectus 
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(fig. 4F). Again one arm of the suture 
is saved (s) and the other is cut. 


The horizontal muscles are overlapped, 
sutured, and tied in a similar manner 
(fig. 4G). All sutures of the horizontal 
muscles are cut, but continue to save the 
sutures (s and s) from the vertical mus- 
cles. Note that the lateral rectus is sand- 
wiched between the medial and over- 
lapped vertical rectus muscles. The lat- 
eral rectus deserves this secure position 
because of its more fragile structure and 
lesser vasculature. Dehiscence of the lat- 
eral rectus has figured in all three ex- 
trusions. 


The sutures saved from the vertical 
muscles are passed upward through the 
center of the imbricated horizontal mus- 
cles (fig. 4H). The sutures are then 
tied across the center of the horizontal 
muscles (fig. 41). This anchors the hori- 
zontal and vertical muscles together. The 
sutures (s and s) are once again saved. 


The muscles are then expanded over 
the face of the implant by placing sim- 
ple sutures through adjacent muscles 
next to each mound of the implant (fig. 


4]). 


Closure of Tenon’s Capsule 
and Conjunctiva 


Tenon’s capsule is everted at four 
points exactly in line with each rectus 
muscle. The sutures previously saved 
are passed through Tenon’s capsule for 
a distance of 4 mm., 3 mm. back from 
the edge (fig. 4K). The sequence of 
placement is important. Here one suture 
is placed in line with the lateral rectus 
and then in line with the inferior rectus. 
The other suture begins diametrically 
opposite to the first suture in line with 
the medial rectus and then in line with 
the superior rectus. The clips in the jig 
automatically disengage the implant 
when each is squeezed gently and lifted. 
Once these are removed, the suture arms 


are tightened, tied, and finally cut. This 
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draws Tenon’s capsule down against the 
center of the imbricated muscles (fig. 
4L). 


This closure of Tenon’s capsule 
around the mounds favorably distributes 
the tissues and tensions within them. 
Thereby, the danger of thinning with 
tension necrosis is eliminated. Necrosis 
from the pinching of Tenon’s capsule 
and conjunctiva between implant and 
prosthesis should be recognized as a re- 
sult of poorly fitted plastic eyes. This 
does not imply that the greatest precision 
is required in the fitting, but reasonable 
care should be exercised. Three of the 
four loops of the clover leaf remaining 
are closed with one interrupted suture. 
The superior temporal one is an excep- 
tion; two sutures are used here (fig. 
4M). The complete closure of Tenon’s 
capsule is the one great principle for 
permanence of the implantation. If five 
sutures do not adequately close Tenon’s 
capsule, do not hesitate to add additional 
sutures. 


The conjunctiva is closed with five or 
more catgut sutures to as near a horizon- 
tal line as the irregularity of the edges 
allows (fig. 4N). Any other closure 
might reduce the horizontal length of 
the cul-de-sac and limit the movement 
of the prosthesis. 


The conformer is placed in the socket 
immediately, the narrowest end toward 


the nose (fig. 40). 


Presence of the conformer and a 
pressure dressing markedly reduces the 
postoperative edema. The dressing is 
removed five days postoperatively and 
the patient is sent home. No medication 
nor drops are prescribed. The patient 
may be fitted with a prosthesis four to 
six weeks postoperatively. 


Fitting 


The prosthetic fitting of this implant 
will be a subject for a later paper. It is 
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FIG. 5—Copies of individual frames from a 16 mm. color motion picture record the cosmetic appearance and 
motility achieved with the new implant and a custom-made prosthesis fitted by a modified impression technique. 


sufficient now to say that an alginate 
impression type of fitting is used. For 
children who have not been able to co- 
operate in making an impression, the 
conformer has been used as a pattern 
for the prosthesis with good results. The 
average patient has required one ad- 
justment after the original fitting. No 
recognizable change has occurred in 
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most of these sockets after the first nine 
or ten months. 


Results 


From January 1957 through Decem- 
ber 1959, sixty-nine such implants have 
been implanted. Three have extruded. 
One of the earlier ones extruded very 
soon after impiantation because of an 
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oversimplification of the surgical pro- 
cedure. Another extrusion was due to 
the failure to secure hemostasis at the 
time of operation. The cause of the last 
extrusion is unknown. It is suspected 
that a thin lateral rectus was not secure- 
ly sandwiched between the medial rectus 
and overlapped vertical muscles. No im- 
plant has extruded because of erosion of 
Tenon’s capsule and the conjunctiva. 
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FIG. 6—The socket and plastic eye of the boy shown in figure 5. 
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fitted plastic eye are shown in figure 6. 
All four mounds of the implant are 
visible in this particular socket (A). 
This is desirable, but more commonly 
one or both of the inferior mounds are 
partially hidden by surrounding soft 
tissue. The latter result has not affected 
the function of the implant. However, 
the eye fitter should keep in mind that 
some, if not all, of the soft tissue can 


A. Socket with all four mounds of the implant in evidence. 


B. Posterior surface of prosthesis showing the four depressions corresponding to the mounds in the socket. 


C. Anterior surface of the custom-made plastic eye. (Copies of small areas of frames from 16 mm. color 
motion picture. Motion picture film used: Commercial Ektachrome, type B.) 


An example of the total cosmetic ef- 
fect and motility which is possible with 
the new implant is shown in figure 5. 
The right eye of this nine-year-old boy 
was enucleated after a penetrating in- 
jury to the globe. In the pictures, the 
limitation of movement of the prosthetic 
eye in the extremities of gaze is evi- 
dent. Such extreme movement is seldom 
used, and within the usual range of gaze 
the defect commonly passes unnoticed. 
The immediacy of movement cannot be 
demonstrated in still photographs. This 
is unfortunate, for immediate movement 
with the fellow eye is one of the im- 
plant’s advantages over simple spheres. 


A close-up view of the socket of the 
same patient and views of the custom- 


be pressed away from the mounds by the 
proper shaping of the prosthesis. 


The posterior surface of the plastic 
eye is shown in figure 6B. The four de- 
pressions fit over the mounds of the 
socket. The reader can visualize that, 
with the eye in place, the pressure of 
the upper lid keeps the depressions prop- 
erly seated on the mounds. When the 
lower lid is pulled away from the eye, 
it remains well supported and will not 
drop downward as with other buried 
implants. It has been pointed out else- 
where that this support is most helpful 
in the elderly patient who has poor 
tissue tonus. 


The anterior surface of the artificial 
eye is shown in figure 6C. The simplicity 
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of form of this eye is typical. In many 
cases, not even moderate distortion of 
the edges or anterior surface of the 
prosthesis has been required to correct 
ptosis, elevation of the temporal margin 
of the upper lid, or sagging of the lower 
lid. When such corrective measures have 
been necessary, the simple spheroid 


shape has been modified slightly. 


SUMMARY 


A quasi-integrated buried muscle cone 
implant, which has in part the desirable 
features of the integrated implant, has 
been presented. These desirable features 
are (1) support of the prosthesis with- 
out major dependence on the lower lid 
and fornix, (2) good transmission of 
movements from the implant to prosthe- 
sis, and (3) the prevention of cyclic ro- 
tation of the prosthesis. These are ac- 
complished by four mounds on the front 
surface of the implant, which “key” into 
corresponding depressions in the back of 
the prosthesis to support the prosthesis 
against gravitational pull and pressure 
from the upper lid. The lids, predomi- 
nantly the upper lid, hold the prosthesis 
against the mounds. The fitted prosthesis 
with this implant gives a superior cos- 
metic result in an individual of any age. 
It is particularly advantageous for the 
elderly individual with poor tissue tonus. 
The surgical technique designed for this 
implant is presented in detail. Over a 3- 
year period, sixty-nine implants have 
been placed; three have been extruded. 
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DISCUSSION 


Maurice D. PEARLMAN, M.D., Chicago: 
The unique features of the lowa implant, as 
you have seen, are the four mounds designed 
(1) to stabilize the reinforced double yoke 
of rectus muscles, and (2) to propel the ocular 
prosthesis efficiently. The engineering princi- 
ples upon which they are based seem logical. 


Although I have not used this new implant 
as yet, I will venture one comment on its 
surgical aspects, and one on its fitting aspects. 


Surgically, a good result here will depend 
very much on the performance of a very care- 
ful enucleation wherein Tenon’s capsule and 
the rectus muscles essentially are undamaged. 
For it is important to note this implant 
is not really attached to the muscles and will 
remain secure only as long as it is embraced 
by the muscles and overlying tissues anterior- 
ly, and by Tenon’s capsule posteriorly. Other- 
wise, the implant could rotate or shift out of 
position. 


There are occasions when Tenon’s capsule 
is deliberately incised during an enucleation in 
order to cut the optic nerve long; there are 
times, also, when Tenon’s capsule is cut inad- 
vertently during a difficult enucleation. Sur- 
geons using this implant, therefore, or, for 
that matter, any other implant that is not at- 
tached directly to the muscles, should repair 
the rents in Tenon’s capsule before implant- 
ing. 


Regarding the fitting process: a custom- 
fitted and impression-molded eye is almost 
mandatory to assure an intimate articulation 
between the posterior face of the prosthesis 
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and the conjunctival surface. Furthermore, 
good technical judgment is necessary to set 
vertical and horizontal dimensions that will 
still allow for movements within the cul-de- 
sacs. The fitting also should “reduce to reiative 
insignificance gapping of the  supraorbital 
sulcus.” 


This gapping of the supraorbital sulcus 
troubles me despite my fitter’s best efforts. He 
tells me that this is actually a dilemma, be- 
cause when the prosthesis fills the superior 
fornix enough to erase the sulcus depression, 
it becomes top heavy and tends to tilt from 
pressure of the upper lid to force the lower 
edge forward. 


I suggest that the authors and manufac- 
turer explain in their film and _ instruction 
material how they overcome this problem. 


Finally, one question: Why are you using 
only one size of implant? 


A. D. RvuepeMANN, Sr., M.D., Detroit: 
Lee Allen and the group at lowa are to be 
sincerely congratulated on a very ingenious 
implant and on the competency of their sur- 
gical techniques. Further than that, lowa is 
to be congratulated on having Lee Allen out 
there to fit .hese eyes, which, as you can see, 
cannot be done by any ordinary dispensing 
optician. This is a typical coordinated implant 
devised by a very fine institution. 


The problem is going to be in the distribu- 
tion and use of these eyes by the public. Per- 
haps the Society of Ocularists, that we now 
have associated here, might learn how to do 
this sufficiently well that it will not be nec- 
essary for patients to come back for frequent 
fittings. 


There are several things about this implant 
that I might discuss. | am seeing it for the 
first time now, as you are. 


One is that when you put in an implant, 
you replace orbital volume. If you wish to 
get rid of a superior sulcus, you must have 
volume in the orbit and posteriorly, so that 
you don’t get a drag on the levator palpebrae 
muscle. The superior rectus drops down pos- 
teriorly-inferiorly and drags with it the leva- 
tor; that forms the superior sulcus. If you 
have supporting material in the orbit, you 
eliminate that possibility. 
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The second question in my mind regards 
the collection of material behind the eye. Mu- 
cus or mucine is formed, and mucine must be 
put into solution by the tears. When there 1s 
an insufficient amount of tears or when there 
is no place for the mucine to gather, then the 
saprophytic organisms develop and an unpleas- 
ant odor results. It is necessary, in the main, 
to have as smooth a posterior to the eye or 
the shell as possible. The more material you 
push up forward, the less meyvement you can 
get from the muscles posteriorly. It is neces- 
sary to have as much volume in the back of 
the shell as possible. 


I think that time is a big factor in this 
implant as you see it here today. I know that 
Lee Allen and the group at lowa will gradual- 
ly improve it. I am sure that this is going to 
be a very fine implant. 


One other question I should like to raise 
here is with regard to the marked diminution 
of the numbers of enucleations that are nec- 
essary. The numbers for trying these out are 
not as many as they were formerly. The need 
for enucleation is rapidly fading; therefore, 
we will have to wait until large institutions, 
such as lowa, will have sufficient numbers to 
tell us the true story. 


Dr. Fercuson: | thank both Dr. Pearlman 
one of my old attending men, and Dr. Ruede- 
mann for their remarks, even though I do not 
entirely agree with them. 


With regard to Dr. Pearlman’s remarks 
about the care with which the surgical pro- 
cedure must be carried out, most of our resi- 
dents seem to be able to do it, and | think that 
all of you should be able to do it, too. A cer- 
tain amount of care must be exercised and the 
operation is a little more detailed than that 
required for the simpler types of implant; 
however, it 1s not difficult nor is the operating 
time lengthened appreciably. 


Dr. Pearlman mentioned also that the im- 
plant is not perfectly attached to the muscles. 
There are holes at the inner base of each 
mound, and apparently through these holes 
the muscles very soon become attached to the 
implant by fibrous tissue. We have never had 
one tip in the socket. 


In closing the posterior incision in Tenon’s 
capsule, we have thought about whether the 
implant would migrate posteriorly, but this has 
not been our experience to date. Probably if 
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a large portion of optic nerve is removed and 
a large hole is cut in Tenon’s capsule, this 
hole should be closed. Perhaps we will learn 
something about this in the future. 


We agree that it is partly true that a good 
fitter is necessary to fit the custom prosthesis 
well. However, only reasonable precision is 
required for fitting. At the present time the 
business of fitting artificial eyes is about where 
the fitting of eye glasses was a number of 
years ago, when they might be obtained from 
the mail order house or from the dime store. 
There are many good fitters in this country, 
and what we need is more of them. 


Dr. Pearlman also asked one very pertinent 
question with regard to the fact that the im- 
plant is made in only one size. It is the opin- 
ion of Mr. Allen, and | share this opinion, 
that the eye of a child is of sufficient volume 
to allow placement of this implant, which has 
a volume of about 3 cc. We have never found 
it necessary to fit a smaller implant in a 
child’s orbit. I think that in the long run this 
will be an advantage, if an implant does in- 
crease the size of the orbit with time and 
growth. 
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With regard to Dr. Ruedemann’s comment 
about frequent fittings, Mr. Allen has told me 
that with this implant only one adjustment 
of the fitting is usually necessary. In our ex- 
perience, too, the patients have had only one 
adjustment after the first fitting. 


Dr. Ruedemann believes that replacement of 
the volume of the globe is necessary to pre- 
vent a sunken superior orbital sulcus. | think 
that we have adequately shown that it is not 
necessarily true that you have to have com- 
plete replacement of the orbital volume in 
order to prevent ptosis or a sunken sulcus. 
If the prosthesis is held up by this positive 
integration, then the sulcus can be obliterated. 
Complete replacement of volume requires a 
shell prosthesis. This prosthesis lacks depth 
and does not guarantee that ptosis and a 
deepened sulcus will not occur. 


With regard to the collection of secretions 
behind the eye, Mr. Allen has convinced me 
that this can be prevented by an adequately 
fitted prosthesis which fills all dead space. 
Thereby this material does not stagnate and 
cause irritation. 
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EXPERIENCES WITH VITREOUS PRESERVED 


BY LYOPHILIZATION 


Joun Harry Kine, Jr., M.D. 
Joun W. McTicue, M.D. 
and 


SHANKAR B. CHaAvAN, M.D. 
BY INVITATION 


WASHINGTON, D. C. 


A LITTLE more than 12 years ago, 
Cutler’:* reported on the transplantation 
of vitreous for a persistent and unab- 
sorbed vitreous hemorrhage. Later in 
the same year Fritz and his co-workers°® 
reported a technique for substituting 
cerebrospinal fluid for opaque vitreous. 
In 1957 Shafer'’ wrote of his experi- 
ences in the treatment of detached ret- 
inas with fresh vitreous implants and he 
defined the terms vitreous implantation 
and transplantation. Shafer’s work has 
given great impetus to the use of vit- 
reous in this country. 


As early as 1953 Paufique and Mor- 
eau®:!9!! began lyophilizing vitreous. 
This lyophilized material was used first 
in powdered form and inserted into the 
vitreous cavity through a trochar. The 
difficulties encountered in using this 
powdered form brought them to their 
present method of implantation.’ The 
vitreous powder is now reconstituted in 
2 cc. of sterile distilled water, and in- 
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jected into the center of the vitreous 
cavity through a posterior sclerotomy. 
Paufique and Moreau now prefer ly- 
ophilized vitreous in their surgery be- 
cause it can be used in a more concen- 
trated form than fresh vitreous. This 
agrees with our findings as published in 
1958.’ They feel that the injected 2 ce. 
further dilutes and expands in the re- 
cipient eye to give the retina support. 
They are not concerned with the storage 
of vitreous, since fresh material is plen- 
tiful in France. 


In this country, vitreous is not read- 
ily available, and the inadequate supply 
is not evenly distributed. Experiments 
were therefore started to determine the 
possibility of preserving and storing vit 
reous in a form that could be easily 
matled throughout the country. The. fol- 
lowing studies were undertaken. 


1. Method of Preservation 

2. Methods of Storage 

3. Bacteriological Studies 

4. Animal Experimentation 

5. Analysis of the Reports of the 
Clinical Use of Preserved Vit- 
reous 


6. Recent Modifications 
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1. METHOD OF PRESERVATION 


In animal or human eyes, the cornea 
with a scleral rim,* iris, and lens are re- 
moved. The fresh vitreous is aspirated 
through a 15-gauge needle into a 5 cc. 
syringe. The anterior vitreous is often 
quite liquid; the posterior vitreous is 
more viscid. Care must be used in with- 
drawing the vitreous in order to avoid 
drawing retinal or uveal tissue into the 
syringe. With this method, 2 to 3 cc. 
of vitreous are obtained, with the 
amount averaging closer to 2 cc. The 
vitreous is then placed in a sterile Pyrex 
tube, and 1 cc. of an antibiotic solution 
containing neomycin, polymyxin B, and 
gramicidiny is added. 


The antibiotic solution is added for 
two reasons—first, for its obvious anti- 
bacterial action and, second, because it 
seems to act as a filler in the lyophiliza- 
tion process. The addition of this filler 
results in a white powdered material 
which is more uniform and stable than 
vitreous lyophilized without it. 


The Pyrex tube containing the vit- 
reous and the antibiotic is then placed in 
a slush mixture of 95 per cent alcohol 
and dry ice and is frozen—a process 
which takes fifteen minutes. The tubes 
are removed from the slush and each 
tube is wrapped in aluminum foil con- 
taining dry ice. The tubes are attached 
to the manifold of the vacuum pump 
system.t The lyophilization process is 
started and requires an average time of 
sixteen hours. At the end of the run a 
dry white powder remains in the bottom 
of the specimen tubes. The tubes are 
sealed with an oxygen-gas flame tech- 
nique, with care being exerted to main- 


*For use in corneal preservation. 


+Neosporin solution, Burroughs, Wellcome & Co., 
Inc., Tuckahoe, N. Y. 
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tain the vacuum in the system. The flame 
is far enough from the vitreous powder 
to prevent heating of the specimen. The 
vacuum is repeatedly checked during 
and after the cycle with a Tesla-type 
high frequency spark coil* which pro- 
duces a faint, blue glow in the system 
as long as the vacuum is maintained. 


2. METHODS OF STORAGE 


Storage of the vitreous powder was 
observed at four different temperatures. 


1. Room temperature (60° to 80° F.) 


2. Ordinary refrigerator temperature 


(4° to 8° C.) 


3. Supercooled temperatures (—-30° to 
—56° C., deep-freezer or dry ice) 


4. Body temperature (37° C., incuba- 
tor ) 


Over a period of three to twenty-four 
months, the tubes were examined fre- 
quently for evidence of change in vac- 
uum, for color, and for drying and 
architecture of the vitreous powder. 
These observations are shown in table I. 


In any tube in which the vacuum was 
lost, regardless of the storage tempera- 
ture, the vitreous powder became a yel- 
low to brown, moist, collagenous mass. 
When a high vacuum was maintained, 
lyophilized vitreous stored at room tem- 
perature remained a white powder with- 
out shrinkage. If the vacuum was only 
moderately good, the powder changed to 
a yellow or pink color with slight shrink- 
age of the mass. 


Similar observations were made on 
lyophilized vitreous stored at refrigera- 
tor temperature and at supercooled tem- 
peratures. As long as the high vacuum 
was maintained, the vitreous powder re- 


*Central Scientific Co., Chicago. 
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TABLE I 


SCHEME OF STORAGE, OBSERVATION, AND RESULTS OF LYOPHILIZED VITREOUS 


NUMBER 
AND TYPE ARCHITECTURE, CULTURES 
DONOR STORAGE OF TYPE OF SHRINKAGE AND AND 
VITREOUS TIME VACUUM STORAGE COLOR MOISTURE SMEARS 
: 1-6 Rabbits (3to5mo. Good Room White |Dry powder, No growth 
temperature no shrinkage | in 48 hrs., 
nor cells, 
| granular 
| | appearance 
7-9 Rabbits (&8mo.3wk.! Good | Bottom White |Dry powder, Same 
| shelf of no shrinkage | 
_ refrigerator | 
| 
10-12 Rabbits 4 mo. 1 wk.| Absent | Deep Yellow |Collagenous mass, | Same 
| | | freezer to brown|3 + shrinkage, 
| | moist with 
| | ice crystals 
13-16 Cats 6 mo. 2 wk. | Good | Deep White |Dry powder, Same 
| freezer | no shrinkage | 
17-19 Cats 7 mo. 2 wk.| Absent | Bottom Yellow /|Collagenous mass, | Same 
| shelf of | 3 + shrinkage, 
refrigerator | moist with | 
| | ice crystals | 
21-23 Cats 3mo.lwk.| Poor | Room Yellow |Dry powder, Same 
| temperature 1 + shrinkage 
24-27 Cats 4mo.1wk.| Poor Incubator | Pink Dry powder, Same 
| | 2 + shrinkage 
‘ 28-30 Cats 8 mo. 2 wk.| Good Room | First Dry powder, Same 
‘temperature | white + shrinkage 
| 
| slightly 
yellow 
31-35 Dogs 3 mo. 1 wk. | Good Deep White (Dry powder, 
freezer no shrinkage Same 
‘6-40 Dogs 6ro. 3 wk. | Good Bottom White |Dry powder, 
shelf of no shrinkage Same 
| refrigerator , | 
41-44Dogs |8mo.2wk.' “bsent | Room Brown |Collagenous mass, Same 
| temperature 3 + shrinkage 
45-48 Dogs tmo. jwk.| Absent | Incubator Pink Collagenous mass, Same 
| 3 + shri: kage 
49-51 Human |3 mo. 2 wk.| Good Room White powder, 
_ tempe-aiure no shrinkage Same 
52-54 Human |8 mo. 3wk.| Good | Bottom White |Dry powder, 
ag shelf of no shrinkage Same 
| refrigerator 
55 Human |4mo.2wk.| Good /|Incubator | Pink Dry powder, 
ay 2 + shrinkage Same 
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TaBLe II 
Homo.Locous AND HerteroLocous Vitreous TRANSPLANTATIONS 
FRESH AND LYOPHILIZED | ‘TRANSPLANTS | TRANSPLANTS RECIPIENTS 
Homologous Transplants | | 
12 Rabbits | 6 6 | 6 Rabbits 
12 Cats | 6 6 6 Cats 
12 Dogs | 6 6 6 Dogs 
Heterologous Transplants | 
12 Rabbits 6 6 | 6 Cats 
12 Cats 6 6 6 Rabbits 
12 Cats 6 6 6 Dogs 
12 Dogs 6 6 6 Cats 
12 Dogs 6 6 | 6 Rabbits 
14 Humans 7 7 | 7 Rabbits 


mained white and there was no shrink- 
age. If the vacuum was only moderate, 
there was minimal shrinkage and slight 
color change. No change in any of these 
samples was noted on transferring them 
from the cool temperatures to room 
temperature. 


Some of the vitreous powders in an 
incubator at body temperature remained 
white dry powder; others showed defi- 
nite color change and moderate to 
marked shrinkage even when a high 
vacuum was maintained. 


From these observations it was ap- 
parent that as long as a high vacuum 
was maintained, the vitreous powder 
could be stored at either room tempera- 
ture or in an ordinary refrigerator for 
several months without evidence of 
change. Only the vitreous which re- 
mained a white dry powder was used in 
clinical operations. A final check on the 
vacuum was made just before it was 
used or packed for shipment. 


In reconstituting the vitreous, the 
tubes were opened with an ordinary 
metal file, and sterile distilled water 
(without preservatives ) was added. The 
amount of water added depended on the 
concentration or volume desired—2 cc. 
to 3 cc. will bring the material to its 
original volume; 1 ce. to 2 cc. will pro- 
duce a concentrated form for injection. 


3. BACTERIOLOGICAL STUDIES 


Smears and cultures were taken from 
each reconstituted vitreous powder used 
in this study on storage temperatures. 
The smears were stained with a Roman- 
owsky stain, and no organisms were 
found. Cultures on blood agar plates 
showed no growth after 48 hours of in- 
cubation at 37° C. (table 1). 


4. ANIMAL EXPERIMENTATION 


Dogs, cats, and rabbits were used in 
these experiments and homologous and 
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TaBLe III 
HoMoLocous TRANSPLANTS 
NUMBER OF STORAGE SURGICAL TECHNIQUE RESULTS OF TRANSPLANTS | COURSE 

TRANSPLANTS TIME ( BILATERAL ) (MEDIA AND FUNDI) ( WEEKS ) 

3 Rabbits 3 mo. Anterior. Fresh vitreous in| Fresh; remained clear i) 
one eye, lyophilized (pow-| from beginning. 
der) in other eye Powder; volume of eye 

was reformed in 48 hrs.; 
| finger tension normal in 4 
| days; media and fundi 

| clear in one week. 

3 Rabbits 5 mo. Posterior. Fresh vitreous} Fresh and rehydrated; re-| = 11 
in one eye, lyophilized (re-| mained clear from begin- 
hydrated) in other eye ning; finger tension nor- 

mal. 

3 Cats 6 mo. 2 wk. Anterior. Fresh vitreous in| Fresh; hyphema in one _ 12 
one eye, lyophilized (pow-| case, otherwise all clear in 
der) in other eye one week. Powder-volume 

of eye was reformed in 60 
hrs.; finger tension was 
normal in 4 to 5 days; 
| vitreous opacities gradually 
| cleared in 2 or 3 weeks. 

3 Cats 6-7 mo. 2 wk. |Posterior. Fresh vitreous} Fresh and rehydrated ; 13 
in one eye, lyophilized (re-| small vitreous hemorrhage 

| hydrated) in other eye opacities gradually cleared 
in 3 to 6 weeks. 

3 Dogs 3 mo. 1 wk. /|Anterior. Fresh vitreous in| Fresh and powder; 14 
one eye, lyophilized (pow-! vitreous hemorrhage and 
der) in other eye opacities gradually cleared 

in 3 to 6 weeks. 
3 Dogs 6 mo. 3 wk. (Posterior. Fresh vitreous} Fresh and rehydrated ; 15 
in one eye, lyophilized (re-| cloudy, hemorrhage form- 
hydrated) in other eye ing fibrous bands and 
| | opacities, gradually cleared 
| in 6 to 8 weeks. 


heterologous transplants were carried 
out. The anterior and posterior tech- 
niques for implanting vitreous were 
compared. The results are shown in 
tables II, and LV. 


In the anterior technique, the same 
type of incision was made as that which 
is used for a cataract operation. An in- 
tracapsular cataract extraction was per- 
formed by placing an erisophake on the 
lens capsule, lifting up with the eris- 
ophake, incising the zonule with Stevens’ 


scissors, and stripping the remaining 
zonule as the lens was delivered with 
the sliding technique. Vitreous was usu- 
ally lost in the operations. If vitreous 
was not lost, 1 cc. to 1.5 cc. was with- 
drawn through a blunt 18-gauge needle 
attached to a 2 cc. syringe. This proce- 
dure was carried out in both eyes of the 
recipient. Into one eye, 1 cc. to 1.5 ce. 
of fresh donor vitreous was injected. 
Into the other eye, lyophilized vitreous 
powder on a lens spoon was placed in 
the vitreous chamber through the pupil. 
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TABLE IV 
HETEROLOGOUS VITREOUS TRANSPLANTS 


SURGICAL TECHNIQUE RESULTS OF TRANSPLANTS 
( BILATERAL ) (MEDIA AND FUNDI) 


Anterior. Fresh vitreous in|Fresh—immediate coagula- 
one eye, lyophilized (pow-|tion of vitreous into gelat- 
der) in the other eye inous thick mass. Powder 
—gradually coagulated in- 
to gelatinous thick mass. 
In both—iritis, vitreous 

opacities, retinal detach- 

ment. 


4-8 mo. 3 wk. Posterior. Fresh vitreous (Fresh and rehy drated— 


in one eye, lyophilized (re-\coagulation of vitreous in- 
ihydrated) in other eye (to thick gelatinous mass 

was quicker in fresh than 
‘lyophilized. Vitreous opaci- 
ties, iritis, and retrolental 
membrane. 


Anterior. Fresh vitreous in|Fresh and powder—granu- 
one eye, lyophilized (pow-|al precipitation occurred. 
der) in other eye Vitreous opacities, 
hyphema, iritis, and 
retinal detachments. 


Posterior. Fresh vitreous |Fresh—appeared to pre- 
in one eye, lyophilized (re-jcipitate faster than the re- 
hydrated) in other eye hydrated. Vitreous opaci- 
ties. Iritis and cataract. 


3-7 mo. 2 wk. |Anterior. Fresh vitreous in|Fresh—precipitated faster 


one eye, lyophilized (pow-|than the powder. Iritis, vit- 
der) in other eye reous degeneration, opaci- | 
ties, and band formation. 


3-4 mo. 1 wk. |Posterior. Fresh vitreous |Fresh—precipitated faster 


in one lyophilized (re-|jthan rehydrated. Iritis, 
hydrat in other eye vitreous opacities, retro- 
lental membrane. 


Anterior. Fresh vitreous in|/Fresh—precipitated faster 
one eye, lyophilized (pow-|than powder. Iritis, vitre- 
der) in other eye ous opacities and retinal 

detachment. 


Posterior. Fresh vitreous |Fresh—precipitated faster 
in one eye, lyophilized (re-|than rehydrated. Iritis, 
hydrated) in other eye vitreous opacities, vitreous 
hemorrhage, and retro- 
lental membrane. 


Anterior. Fresh vitreous in|Fresh—coagulated faster 
one eye, lyophilized (pow-'than the powder. Severe 


der) in other eye iritis, degeneration of 
vitreous, hyphema, retinal 
detachment. 


6-8 mo. 2 wk.|Posterior. Fresh vitreous |Fresh—coagulated faster 


in one eye, lyophilized (re-\than rehydrated. Severe 
hydrated) in other eye swelling of the lids, 

ichemosis, iritis, vitreous 
traction bands and 
opacities. 
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NUMBER OF STORAGE COURSE 
TRANSPLANTS TIME (WEEKS ) 
3 Hunian to mo, 2 wk. 
Rabbit 
4H t 9 

Rahbits 

cian 3 Rabbit to (8 mo. 3 wk. 9 
t 
Cats | | 

4 

3 Rabbit to mo. 1. wk: 10 

3 Cat to 10 
Rabbits 
at to 10 

3 Cat to 4 mo. 1 wk. | 

ee 

UR 3 Dog to 6 mo. 3 wk. 13 gre 
Cats 
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TABLE IV, CONTINUED 


HETEROLOGOUS VITREOUS TRANSPLANTS 


NUMBER OF STORAGE SURGICAL TECHNIQUE RESULTS OF TRANSPLANTS | COURSE 
TRANSPLANTS TIME ( BILATERAL ) (MEDIA AND FUNDI) | (WEEKS ) 
3 Dog to 4-8 mo. 2 wk. |Anterior. Fresh vitreous in|Fresh—coagulated faster 14 
Rabbits one eye, lyophilized (pow-/than preserved. Chemosis, 
der) in other eye iritis, degeneration of 
vitreous with opacities, 
soft eye. 
3 Dog to 4 mo. 3 wk. /|Posterior. Fresh vitreous |Fresh—coagulated faster 14 
Rabbits in one eye, lyophilized (re-|than rehydrated. Severe 
hydrated) in other eye _|iritis, vitreous hemorrhage, 
cataract, soft eye. 


In the posterior technique, a 1.5 mm. 
incision was made in the sclera in the 
superior temporal quadrant in the equa- 
torial region between preplaced, over- 
lapping 4-0 silk sutures. Superficial dia- 
thermy applications were placed around 
the edges of the incision and over the 
suprachoroid beneath the scleral incision. 
The suprachoroid was then punctured 
by an 18-gauge needle on a 2 cc. syringe. 
The needle was passed into the center 
of the vitreous cavity under direct ob- 
servation, and 1 cc. to 1.5 cc. of vitreous 
was removed. A syringe containing 1 cc. 
to 1.5 cc. of donor material was ex- 
changed for the original syringe, and the 
donor material was injected into the 
center of the vitreous cavity. Fresh 
donor vitreous was injected into one eye 
and reconstituted; lyophilized vitreous 
was injected into the other eye. As the 
syringe and needle were being with- 
drawn, the assistant maintained steady 
traction on the overlapping mattress su- 
tures, and after the needle was with- 
drawn, these sutures were tied. 


Since an antibiotic solution was added 
to the vitreous before lyophilization, ex- 
periments were also carried out in which 
0.1 cc. of an antibiotic solution contain- 
ing neomycin, polymyxin B, and grami- 


cidin was injected into the vitreous cav- 
ity through a posterior sclerotomy. 


Postoperatively, all animals received 
daily doses of 150,000 units of penicillin 
intramuscularly for three days. An anti- 
biotic ointment containing neomycin, 
polymyxin B, and gramicidin together 
with atropine ointment was instilled in 
each operated eye for three weeks. The 
animals were observed for a period of 
nine to twelve weeks: Observations were 
made grossly and by slit lamp examina- 
tion. The animals were then sacrificed, 
and the eyes were enucleated for histo- 
pathologic studies of the vitreous in re- 
lation to its surrounding structures. The 
results of these experiments are shown 


in tables II, III and IV. 


The posterior sclerotomy technique 
was found to be a relatively simple pro- 
cedure. In cases in which homologous 
fresh vitreous or homologous, reconsti- 
tuted, lyophilized vitreous were used, no 
reaction was noted as the material was 
injected. Immediate postoperative slit 
lamp examination revealed no reaction, 
and there was no difference in the ap- 
pearance of the eyes with fresh implants 
and those with lyophilized implants. 
Ophthalmoscopic examination in the 
postoperative period showed small vit- 
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reous opacities in some cases, and in 
others there were small retinal and vitre- 
ous hemorrhages in the area of the scler- 
otomy. In a few of these cases, small 
organized bands extended into the vit- 
reous from the site of the operation; 
otherwise, the fundi were normal. There 
was no evidence of retinal detachment in 
any of the cases. All of the changes 
noted cleared within three to five weeks 
except for a persistence of the organized 
bands in the few cases where they had 
formed. These bands were as frequent 
with fresh implants as with lyophilized 
implants. In the final results, there was 
no difference in the appearance of the 
eyes that had received fresh vitreous and 
those that had received reconstituted 
lyophilized vitreous. 


In the experiments where the anti- 
biotic solution alone was injected into 
the eyes of five recipient animals, there 
was no change in the appearance of the 
vitreous or the fundi. There was very 
little postoperative reaction, and all of 
the eyes appeared normal within four or 
five days. 


In all cases, histopathologic studies 
revealed a normal appearance of the vit- 
reous in relation to its surrounding 
structures. 


Heterologous transplants were also 
performed. Both fresh and lyophilized 
donor material was used in each case. 
Human donor material was injected 
into rabbit vitreous. Rabbit donor mate- 
rial was injected into cats and dogs, and 
vice versa. Cat donor material was in- 
jected into dogs, and vice versa. In 
these experiments there was immediate 
coagulation of the donor material into a 
translucent gelatinous mass, which was 
seen grossly under direct observation. In 
all cases this mass became completely 
opaque on subsequent slit lamp examina- 
tion, and a granulomatous uveitis ap- 
peared. In some, a dense membrane 
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formed behind the lens. In others, the 
vitreous around the coagulated mass 
liquefied, and vitreolental and vitreo- 
retinal traction bands could be seen. The 
rapidity of the changes varied with fresh 
donor material, and these changes 
seemed to be rapid in onset. The re- 
actions were most rapid and _ severe 
when human material was injected into 
rabbit eyes. Histopathologic studies on 
these eyes showed the coagulated vitre- 
ous mass, the vitreolental and vitreo- 
retinal membranes, and granulomatous 
uveitis noted grossly. 


5. ANALYSIS OF THE REPORTS OF THE 
CLINICAL USE OF LYOPHILIZED VITREOUS 


Reconstituted lyophilized vitreous has 
been used by twenty-one surgeons for a 
total of twenty-five operations. The 
operations involved both implants and 
transplants. The surgeons were polled 
on their experiences with preserved vit- 


reous, and their replies are summarized 
below: 


A. Postoperative Reaction. The sur- 
geons were asked to grade the reaction 
from 1+- to 4+. The question was an- 
swered in fifteen cases. Of these, nine 
were graded as 1+, four as 2+-, one as 


3+, and one as 4+-. 


B. Postoperative Infection. This 
question was answered by thirteen sur- 
geons. One postoperative infection was 
reported. 


C. Postoperative Appearance. In the 
thirteen cases in which this query was 
answered, the vitreous was reported as 
being clear in seven cases and cloudy 
in six. 


D. Postoperative Results. There were 
twenty replies to this question. Nine 
cases were reported with good results, 
eleven with poor results. 
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E. Comparison of Fresh and Pre- 
served Vitreous. These surgeons who 
had used both fresh and preserved vitre- 
ous were asked to compare the two 
forms. Eight surgeons replied. Of these, 
six observed the reaction to be the same 
with both types, but two felt that the re- 
action was more severe with preserved 
vitreous. 


I’. Preference for Fresh or Pre- 
served Vitreous. In stating their pref- 
erence for the two forms to be used in 
the future, four surgeons preferred ly- 
ophilized vitreous, two preferred fresh 
vitreous, and three reported no pref- 
erence. 


G. Convenience. In the fourteen an- 
swers to this question, thirteen surgeons 
felt that the preserved form of vitreous 
was a definite convenience and one 
found it to be of no particular conven- 
ience. 


Obviously, only a few surgeons have 
reported, and the total number of cases 
in which this material has been used are 
also limited. This summary of our poll 
presents the clinical experience with 
lyophilized vitreous to date. 


6. RECENT MODIFICATIONS 


Following the work of Paufique and 
Moreau*'! in which they reported the 
successful lyophilization of vitreous 
without the addition of antibiotics or 
other filler substances, we have attempt- 
ed to modify our technique along these 
same lines. We felt that it would be ad- 
visable to eliminate, if possible, all for- 
eign material from the vitreous. The risk 
in the injection of vitreous alone, with 
its potential antigen-antibody reaction, 
is significant in itself. The presence of 
antibiotics adds other potentially irritat- 
ing and sensitive substances. It should 
be noted, however, that the freeze-dry- 
ing process has no antibacterial action. 
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On the contrary, bacteria that are ordi- 
narily killed by drying alone may be vi- 
able after lyophilization.! The safety of 
using the material with the antibiotic 
addition would depend a great deal on 
the self-sterilizing properties of vitre- 
ous, as reported by Shafer.? Since this 
self-sterilizing property is still under 
study, we feel that for the present it 1s 
safer to add the antibiotics and risk the 
inflammation they may cause. As previ- 
ously pointed out, the antibiotic alone 
caused only mild reaction when injected 
into animal vitreous. 


In handling preserved vitreous at the 
time of operation, the Pyrex tube has 
proved troublesome. The tubes are diff- 
cult to open. The glass has occasionally 
shattered when the vacuum was sudden- 
ly released, and the presence of fine glass 
particles has made it impossible to use 
the reconstituted vitreous. 


To offset these drawbacks, the shape 
of the tube has been modified in two 
ways. First, the bottom of the tube has 
been flattened, which allows a larger 
surface area for the frozen vitreous and 
thus speeds up the drying process. Sec- 
ond, the neck of the specimen tube has 
been narrowed in an attempt to make 
the opening of the tubes less arduous 
and more accurate. We are experiment- 
ing with specimen tubes made of ordi- 
nary glass, which will be much easier to 
open than the Pyrex tubes. 


Paufique, Fayet, and Ravault!? have 
recently reported a comparative study of 
certain chemical and physical properties 
of fresh and lyophilized vitreous. The 
index of refraction, viscosity, electrical 
conductivity, hyaluronic acid content, 
glucose content, total protein content, to- 
tal nitrogen content, and electrophoretic 
patterns of the protein components were 
compared. From their studies they con- 
cluded that lyophilization does not mod- 
ify any of these chemical and physical 
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properties of vitreous. We are repeating 
these studies, and will report our results 
as soon as they are completed. 


The interesting question of whether 
or not lyophilization alters the antigen 
specificity of vitreous is still to be in- 
vestigated. 


CONCLUSIONS 


A method for the preservation of hu- 
man vitreous has been reported. Vitre- 
ous preserved in this manner offers the 
convenience of being readily available, 
easy to ship, and safely stored at room 
temperature for long periods (at least 
24 months). The vitreous should be a 
dry, white, or faintly pink powder at 
the time of its use. It is reconstituted 
with sterile distilled water, and should 
appear as a somewhat viscid, clear, 
colorless solution in the concentration or 
volume desired. If these conditions are 
not met, the material should not be used. 


In animal experiments, lyophilized 
vitreous and fresh vitreous appeared to 
be equal as far as operative and post- 
operative reaction were concerned, and 
in the final result of the experiment. 
Similarly, histopathologic studies 
there was no difference in the appear- 
ance of the vitreous or in its relationship 
to its surrounding structures. 


The posterior sclerotomy approach 
for implanting vitreous was found to 
be superior to the anterior approach. 
The latter would be feasible, of course, 
only in aphakia. Reconstituted vitreous 
was easier to handle and inject than the 
powdered form. 


Heterologous transplants were at- 
tempted but were complete failures with 
both fresh and lyophilized vitreous. 
There was some indication that the on- 
set of the reaction was slower and per- 
haps less severe with the lyophilized 
vitreous. 
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Certain chemical and physical proper- 
ties of both fresh and preserved vitreous 
have been compared by Paufique and 
his co-workers.!? They report that lyo- 
philization does not modify any of the 
properties studied. 


Finally, the clinical reports on the use 
of lyophilized vitreous are summarized. 
Vitreous implants and _ transplants, 
whether fresh or preserved, are still new 
procedures and are still being evaluated. 
This paper does not attempt further 
evaluation of these procedures but only 
reports on the feasibility of using a pre- 
served form of vitreous, when and if 
vitreous is indicated. The majority of 
the surgeons who have used both forms 
felt that they were about equal in post- 
operative reaction and final operative 
result. They found the preserved for: 1 
a definite convenience, which is prob- 
ably due to the fact that most of the 
surgeons who have used it are not oper- 
ating in the large centers where fres) 
vitreous is readily available. Its conven- 
ience has been particularly noteworthy 
in five emergency cases, where it was 
readily available to replace vitreous lost 
in traumatic ruptures of the globe. 


SUMMARY 


1. A method for the preservation of 
vitreous by lyophilization is presented. 


2. Lyophilized vitreous may be stored 
at room temperatures for at least twenty- 
four months without change. 


3. This preparation is suitable for 
shipping long distances without special 
care. 


4. It is readily reconstituted in sterile 
distilled water. 


5. Animal experimentation has shown 
preserved vitreous to be similar to fresh 
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6. Bacteriologic 
stituted vitreous powder were negative. 


1. 


vitreous as far as surgical results and 
histopathologic studies are concerned. 


studies of recon- 


7. The majority of the surgeons who 
have used both fresh and preserved vit- 
reous have found the two to be about 
equal in operative reaction and _ post- 
operative results. 


8. Current modifications in the tech- 
nique of lyophilization are described. It 
is hoped these changes will facilitate the 
handling of the material at the time of 
operation. 
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THE NATURE OF THE ANTIBACTERIAL EFFECT 


OF HUMAN VITREOUS 


Kevin Hitt, M.D. 
BOSTON, MASSACHUSETTS 


THE demonstration of what was taken 
to be an antibacterial effect of human 
vitreous was reported by Shafer* in 
1957 and the observations were subse- 
quently confirmed by Reed, Wilt and 
Tushingham.’ The latter authors tested 
the activity of human, rabbit and dog 
vitreous against Staphylococcus aureus, 
Streptococcus pyogenes, Escherichia coli, 
Pseudomonas aeruginosa, Proteus vul- 
garis and Bacillus subtilis. Only human 
vitreous exhibited antibacterial activity, 
and spore-forming Bacillus subtilis was 
the only bacterium of those tested which 
was not inhibited. The methods em- 
ployed in their study included tube dilu- 
tions of the bacteria in 0.5 milliliters of 
vitreous stored at 4 degrees C. from 
which blood agar plates were periodical- 
ly inoculated and incubated to determine 
the presence or absence of viable bac- 
teria. Colony counts of the bacteria thus 
cultured showed a progressive decrease 
with increase in the time of refrigera- 
tion of the vitreous-bacteria mixtures. 


More recently, Bussey, Shafer and 
Hughes! reported additional studies of 
this phenomenon. In addition to tube di- 
lutions of bacteria in vitreous, these 
authors tested vitreous by placing it in 
wells in blood agar plates seeded with 
various bacteria. After incubation of 
the plates at 37 degrees C., zones of in- 
hibition of bacterial growth were noted 
around the vitreous wells. Again it was 


From the Howe Laboratory of Ophthalmology, Massa- 
chusetts Eye and Ear Infirmary, Boston. 
Presented at the Sixty-Fourth Annual Session of 
the American Academy of Ophthalmology and Oto- 
laryngology, Oct. 11-16, 1959, Chicago. 
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observed that this antibacterial effect ap- 
peared to be a property only of human 
vitreous. While the aforementioned au- 
thors speculated as to the nature of this 
property peculiar to human vitreous, 
no definite characterization of the sub- 
stance or substances responsible was 
made. 


Although Shafer? has reported that 
his group has never had a positive cul- 
ture on blood agar in hundreds of vitre- 
ous samples cultured since 1947, pro- 
vided the vitreous had been refrigerated 
for forty-eight hours at 40 degrees F. 
(4 degrees C.), Pischel’s experience? 
was less favorable in this regard. Suie 
and Sroufe® also failed to demonstrate 
bactericidal properties of human vitre- 
ous. They presented preliminary data 
indicating that four organisms (Strep- 
tococcus pyogenes, Klebsiella pneumon- 
iae, Escherichia coli and Pseudomonas 
aeruginosa) exhibited growth when in- 
cubated at 37 degrees C. in both “nor- 
mal human vitreous” and human vitre- 
ous heated at 70 degrees C. for one 
hour. The difference among the tech- 
niques used in the studies cited is appar- 
ent, and it has been further suggested by 
Bussey and his colleagues! that the fail- 
ure to demonstrate antibacterial effect in 
the experiments of Suie and Sroufe may 
have been due to the strength of the bac- 
terial inoculum. 


In an effort to clarify the possibility 
that human vitreous contains a hereto- 
fore unidentified antibacterial substance, 
the present studies were initiated. When 
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individual samples of human vitreous 
were tested in the manner to be de- 
scribed, it became apparent that some 
samples inhibited bacterial growth while 
others had no obvious inhibitory effect. 
It was considered possible that this 
curious variation among individual vit- 
reous samples might be due to prior an- 
tibiotic administration to the eye donors. 
Therefore, the present studies were 
aimed most particularly at determining 
whether or not antibiotics given to the 
eye donors might be responsible for the 
antibacterial effect of vitreous. 


MATERIALS AND METHODS 


Vitreous was aspirated through an 
18-gauge needle, under aseptic condi- 
tions, from human eyes obtained from 
the Boston Eye Bank or after enuclea- 
tion from patients at the Massachusetts 
Eye and Ear Infirmary. The vitreous 
from each eye was then stored in indi- 
vidual sterile tubes at 4 degrees C. In 
an occasional instance a donor eye was 
quickly frozen and stored at minus 5 
degrees C.; vitreous was subsequently 
aspirated and stored in the usual man- 
ner. After storage for periods of one 
day to several weeks, the vitreous sam- 
ples were cultured on blood agar to de- 
termine the presence or absence of bac- 
terial contamination. If the samples were 
found to be free of bacterial contamina- 
tion, they were tested for antibacterial 
effect against a standard strain of 
Staphylococcus aureus (strain My, 
Massachusetts General Hospital). A 
few samples were also tested against a 
strain of Pseudomonas aeruginosa. 


Blood agar plates were seeded over their 
entire surface with a fresh culture of 
Staphylococcus aureus or Pseudomonas 
aeruginosa. Full-thickness wells were 
then trephined in the blood agar and filled 
with 0.15 to 0.25 milliliter of stored vit- 


reous. The amount of vitreous varied 
slightly with the thickness of the blood 
agar and, hence, the depth of the well, 
but it was uniform for each individual 
blood agar plate. Various antibiotic discs 
were added for the purpose of making 
comparative observations. The plates 
were incubated for twenty-four hours 
at 37 degrees C. 


In some instances penicillinase,* 100 
units per milliliter, was added to the vit- 
reous immediately prior to incubation. 


RESULTS 


As was remarked in the introduction, 
some vitreous samples inhibited bac- 
terial growth but others did _ not. 
The hospital records of all vitreous 
donors were examined, and patients ad- 
mitted for enucleation were questioned 
to determine whether or not antibiotics 
had been administered prior to enuclea- 
tion. The results (table 1) indicate that 
the antibacterial effect of these human 
vitreous samples is associated with the 
systemic administration of antibiotics 
just prior to enucleation and aspiration 
of the vitreous. A blood agar plate illus- 
trating the variation in antibacterial ef- 
fect of different vitreous samples is 
shown in figure 1. 


A few vitreous samples which showed 
an antibacterial effect were obtained 
from donors who had no record of anti- 
biotic administration prior to enuclea- 
tion (table I1). These samples, how- 
ever, came from eyes used for corneal 
transplantation, and the eyes had been 
rinsed with a solution of polymyxin B 
sulfate, 0.10 per cent, and neomycin sul- 
fate, 0.50 per cent, which remained in 
contact with the eyes during storage 
prior to corneal transplantation and sub- 
sequent aspiration of the vitreous. 


*Schenley Laboratories Inc., Lawrenceburg, Ind. 
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TABLE I 


RELATION OF ANTIBACTERIAL AcTIvITY OF HUMAN VITREOUS TO 
ANTIBIOTICS RECEIVED BY VITREOUS DoNoRS 


VITREOUS | ANTIBIOTICS RECEIVED BY DONORS ANTIBACTERIAL 
SAMPLE | (DOSAGE SCHEDULE) activity! 
None2 0 
None 0 
L.H. (a) None 0 
M. C. None 0 
7. A. None 0 
Ab. S. None 0 
M. M. None 0 
None 0 
B. H. None 0 
K. R. None 0 
, A None except 3 drops of polymyxin B-neomycin and 0 
1 instillation of chloramphenicol locally 12 hours pre- 
operatively 
J.A. None except 5 drops of polymyxin B-neomycin 12 0 
to 8 hours preoperatively 
B. O. None except 7 drops of polymyxin B-neomycin 17 0 
to 3 hours preoperatively 
Al. S. None 0 
H. D. None 0 
M. B. Penicillin, 1 million units intramuscularly every 2 6-7 


hours and chloramphenicol, 1 gram every 6 hours for 
2 days prior to death 


Ma. M. Penicillin, 400,000 units every day for 10 days, Strep- 3 
tomycin, 0.5 gram on day of death 


G. M. Vancomycin, 0.5 gram four times a day, or Kanamy- 15 
cin, 0.5 gram twice daily for several days prior to 
death. Vancomycin, 0.5 gram, intravenously twice on 
the day prior to death 


H. F. Penicillin, 1 million units aqueous, then 600,000 units 2-5 
procaine 6 hours later, and chloramphenicol, 0.5 gram 
every 6 hours for 2 doses on the day prior to death 


An. S. Penicillin, 300,000 units, every 6 hours and Strepto- 4 
mycin, 0.25 gram, every 6 hours for several days prior 
to death 

B. P. Penicillin, 600,000 units intramuscularly every 6 hours 3-5 


and chloramphenicol, 1 gram intravenously, then 0.5 
gram every 6 hours for 2 days prior to death 


1. Antibacterial activity is expressed as the width in millimeters of the zone of inhibition of Staphylococcus 
aureus around the vitreous well. 


2. None indicates that no systemic antibiotics were received by the donors for at least five days prior to 
death. The exception to this is donor H. D., who died suddenly due to acute myocardial infarction and 
whose documented freedom from antibiotics is only one day. 
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TABLE I, Continued 


fs: RELATION OF ANTIBACTERIAL Activiry OF HUMAN VITREOUS TO 
ANTIBIOTICS RECEIVED BY VitTREOUS DoNoRS 


VITREOUS ANTIBIOTICS RECEIVED BY DONORS ANTIBACTERIAL 
SAMPLE (DOSAGE SCHEDULE) activity! 
M. S. Penicillin, 1 million units aqueous, then 600,000 units 3 


procaine intramuscularly every 4 hours for 5 doses, 
last dose 1.5 hours before enucleation 


R. A. Penicillin, 500,000 units aqueous, intramuscularly for 2 
3 doses during 20 hours before enucleation, last dose 
5 hours before enucleation 


A. kk. Penicillin, 600,000 units aqueous intramuscularly, then 13 
600,000 units procaine every 6 hours for 3 days prior 
to death 


TABLE II 


THE RELATION OF Post-ENUCLEATION EXPOSURE OF EYES TO 
ANTIBIOTICS AND THE ANTIBACTERIAL EFFECT OF VITREOUS 


VITREOUS DURATION OF EXPOSURE TO ANTIBACTERIAL 
SAMPLE POLYMYXIN B-NEOMYCIN! ACTIVITY2 


L.H. (a) None 


L.H. (b) 7 weeks at —5 degrees C. 10.0 
1 day at 4 degrees C. 


TS. 2 days at 4 degrees C. 6.5 
M. W. 


days at 4 degrees C. 5.0 


J. W. (a) 3 days at 4 degrees C. 8-10 
JT. W. (b) 9 days at —5 degrees C. 6.0 
1 day at 4 degrees C. 


I. W. 2 days at 4 degrees C. 10.0 
A. D. 3 days at 4 degrees C. 6.5 


Polymyxin B sulfate, 0.10 per cent, and neomycin sulfate, 0.50 per cent. 


Antibacterial activity is expressed as the width in millimeters of the zone of inhibition of Staphylococcus 
aureus around the vitreous well. 
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FIG. 1 
human vitreous showing variation in the 
of the growth of Staphylococcus aureus after twenty- 
four hours at 37 degrees C. (1) J. S.; (2) H. F.; 
(3) H. D.; (4) An. S. The centrally placed anti- 


Antibacterial 


activity of four samples of 


inhibition 


biotic discs are chloramphenicol, 5 mcg. 
penicillin, 2 units (right). 


(left), and 


An opportunity to test the validity of 
the assumption that this contact was 
sufficient to cause the inhibitory effect 
of the vitreous presented itself when a 
pair of eyes from a single donor became 
available. Vitreous was aspirated from 
one eye shortly after death. The other 
eye was rinsed in the polymyxin B- 
neomycin solution, frozen, and stored 
for several weeks. After thawing and 
further storage at 4 degrees C. for one 
day, the vitreous was aspirated. The 
antibacterial activity of these two sam- 
ples is demonstrated in figure 2 (1) 
and (2). 


The marked inhibition of bacterial 
growth by vitreous sample L. H. (b) 
contrasts strikingly with the lack of 
inhibition exhibited by vitreous sample 
L. H. (a), and by vitreous sample V. 
L., which was obtained from an eye 
which had received locally only a small 
amount of the polymyxin B-neomycin 
solution, and one instillation of chloram- 
phenicol ointment twelve hours _pre- 
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operatively. It is assumed that the lack 
of inhibition by this last sample indi- 
cates that significant levels of antibiotics 
in the vitreous were not achieved by 
this instillation into the conjunctival sac. 


If the antibacterial effect of vitreous 
should be due to the presence of peni- 
cillin, then it might be expected that 
penicillinase would negate this effect. To 
test this hypothesis, the following ex- 


FIG. 2——Antibacterial activity of human vitreous as 
evidenced by inhibition of the growth of Staphylo- 
coccus aureus after twenty-four hours at 37 degrees 
C. (1) L. H. (a), no exposure to antibiotics; (2) 
L. H. (b), postenucleation exposure to antibiotics; 
(3) V. L., local preoperative exposure to antibiotics. 
Centrally placed antibiotic disc is chloramphenicol, 


- 


meg. 


periment was done. Patient M. S. was 
admitted to the hospital for enucleation 
of one eye with absolute glaucoma. The 
patient denied receiving antibiotics prior 
to admission. The patient was given 
1,000,000 units of aqueous penicillin in- 
tramuscularly, and then 600,000 units 
of procaine penicillin intramuscularly 
every four hours for five doses, the last 
dose being administered two hours be- 
fore enucleation. Vitreous obtained 
from this eye was tested and found to 
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have an antibacterial effect. The addi- 
tion of penicillinase to the vitreous elim- 
inated the antibacterial effect (fig. 3). 


FIG. 3—Effect of penicillinase upon the antibacterial 
activity of vitreous from donor M. S. (1) M. S.; 
(2) M. S. with one drop of penicillinase; (3) M. S. 
with two drops of penicillinase; (4) M. S. with three 
drops of penicillinase. Centrally placed antibiotic discs 
are both penicillin, 2 units, with two drops of peni- 
cillinase added to each disc. \ 
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Similarly, R. A., a patient admitted 
for enucleation of a disorganized globe 
and who denied receiving antibiotics 
prior to admission, was given 500,000 
units of aqueous penicillin intramuscu- 
larly for three doses during the twenty 
hours prior to enucleation. Vitreous 
from this eye was found to have an anti- 
bacterial effect which could be eliminated 
by penicillinase. 


Vitreous samples from other donors 
who were known to have received only 
penicillin were not numerous in this 
small series. However, those samples in 
this category were tested, as were sam- 
ples obtained from the two patients 
mentioned, by adding from one to three 
drops of penicillinase, 100 units per 
milliliter, to 0.2 milliliter of vitreous, 
and were compared with 0.2 milliliter 
of the same vitreous without penicil- 
linase. The elimination of the antibac- 
terial effect of these vitreous samples by 
penicillinase is summarized in table III 
and illustrated in figure 4. The specific 


TABLE III 


EFFECT OF PENICILLINASE UPON THE ANTIBACTERIAL ACTIVITY 
oF HuMAN VITREOUS FROM Donors TREATED WITH PENICILLIN 


ANTIBACTERIAL ACTIVITY2 
VITREOUS ANTIBIOTICS RECEIVED WITHOUT | WITH 
SAMPLE BY VITREOUS DONORS! PENICILLINASE | PENICILLINASE 
M. S. Penicillin | 5-6 0 
R.A Penicillin | 2 0 
A. K. Penicillin 12 | 0 
H. F. Penicillin and Chloramphenicol 3 0 
(1 gram) 

An. S. Penicillin and Streptomycin (1) 3 2 
(2) 5 | 4 


1. Dosage of antibiotics received is listed in table I. 


aureus around the vitreous well. 


2. Antibacterial activity is expressed as the width in millimeters of the zone of inhibition of Staphylococcus 
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FIG. 4—Effect of penicillinase on the antibacterial FIG. 5—Antibacterial activity of human vitreous 

activity of vitreous from two donors. (1) H. F.; showing variation in inhibition of growth of Pseudo- 

(2) H. F. with two drops of penicillinase; (3) monas aeruginosa after twenty-four hours at 37 de- 

An. S.; (4) An. S. with two drops of penicillinase. grees C. (1) L. H. (a); (2) L. H. (b); (3) 

Centrally placed antibiotic disc is penicillin, 2 units. J. W- (a); (4) J. W. (b). Centrally placed anti- 
biotic discs are neomycin, 30 mcg. (left), and poly- 
myxin B, 30 mcg. (right). 


IV 


Errect oF HuMAN Vitreous Upon PseEupDOMONAS AERUGINOSA 


VITREOUS EXPOSURE TO ANTIBIOTICS! | ANTIBACTERIAL 
SAMPLE ( DURATION ) | ACTIVITY2 


L.H. (a) None | 0 


L.H. (b) 7 weeks at —5 degrees C. 4.0 
1 day at 4 degrees C. 


J. W. (a) 3 days at 4 degrees C. 


J. W. (b) 9 days at —5 degrees C. 
1 day at 4 degrees C. 


I. W. 2 days at 4 degrees C. 
J.S. 2 days at 4 degrees C. 
M. W. 3 days at 4 degrees C. 
A.D. 3 days at 4 degrees C. 


H. F. Penicillin and Chloramphenicol prior to. 
death3 


All samples were exposed only to polymyxin B-neomycin after enucleation except L. H. (a) and H. F. 


Antibacterial activity is expressed as the width in millimeters of the zone of inhibition of Pseudomonas 
aeruginosa around the vitreous well. 


Dosage of antibiotics received listed in table I. 
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effect of penicillinase is demonstrated by 
its lack of effect upon vitreous samples 
containing antibiotics other than peni- 
cillin. 


The few samples of vitreous tested 
for antibacterial effect against Pseudo- 
monas aeruginosa were mostly those 
from eyes previously exposed to poly- 
myxin B and neomycin. The results are 
summarized in table |V and illustrated 
in figure 5. Neither the sample L. H. 
(a), not exposed to antibiotics, nor the 
sample H. F., exposed to penicillin and 
chloramphenicol, demonstrated antibac- 
terial activity. It is of interest that some 
of the samples exposed to polymyxin 
B-neomycin also lacked demonstrable 
antibacterial activity against Pseudo- 
monas aeruginosa, although they did 
inhibit the growth of Staphylococcus 
aureus (table [1). It is possible that 
this difference in the antibacterial activity 
of a given vitreous sample is due to the 
quite different sensitivity of the two bac- 
teria used in this study. Since the con- 
centration of the antibiotics in the vit- 
reous is not known, any further ex- 
planation must be speculative. 


COM MENT 


While the present study is by no 
means exhaustive, it would appear that 
the antibacterial effect of human vitre- 
ous is due to the presence of antibiotics 
administered systemically to the donors 
shortly before the aspiration of the vit- 
reous or, in some instances, applied to 
the eyes after enucleation but before 
aspiration of the vitreous. (Bovine and 
feline vitreous samples tested did not 
inhibit bacterial growth. ) 


Most of the eyes obtained at the Bos- 
ton Eye Bank were not rinsed with anti- 
biotics prior to aspiration of the vitre- 
ous, and it may be that at other eye 
banks where vitreous has been obtained, 
application of antibiotics to donor eyes 
is routine. If so, this may have con- 
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tributed to the uniformity of antibac- 
terial effect observed by others. In addi- 
tion, the pooling of vitreous would tend 
to disperse the effect of antibiotics 
among more samples ; this, too, may have 
contributed to the uniformity of previ- 
ous observations. 


The effect of refrigeration upon the 
vitreous or upon the bacteria was not 
specifically studied, although it was 
noted that the presence or absence of 
antibacterial effect did not appear to be 
related to the length of time the vitre- 
ous was stored prior to testing. The 
data of Bussey and his colleagues! com- 
paring the strengths of bacterial inocula 
killed by vitreous at 4 and at 37 degrees 
C. suggest that refrigeration does en- 
hance the antibacterial effect. It would 
seem reasonable to suppose that retarda- 
tion of bacterial multiplication permitted 
an initially larger number of bacteria to 
be eliminated by the antibiotic(s) in the 
vitreous. 


The zone of inhibition around the vit- 
reous samples was, in many instances, 
observed to be greater than that around 
various antibiotic discs. This had been 
noted previously by Shafer. Although 
this may be related to the absolute 
amounts of antibiotics present, an al- 
ternative possibility is that while the 
antibiotic within an initially dry disc is 
diffusing in a gel, the antibiotic within 
the vitreous is already in solution and 
may thus diffuse more readily. Within 
four hours or so after the vitreous has 
been placed in the well, the well is empty 
except for what appear to be a few fine 
fibrin-like strands. It is probable that 
the vitreous gel undergoes syneresis, 
leaving the fluid portion free to diffuse 
into the surrounding agar. The rate of 
disappearance of the vitreous from the 
well apparently is not related to the size 
or depth of the well (1.e., full or partial 
thickness) but is related to the amount 
of vitreous initially placed in the well. 
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CONCLUSION 


Studies of individual human vitreous 
samples, using a simple agar diffusion 
technique, indicate that the antibacterial 
activity, when present, is related to the 
presence of antibiotics in the vitreous. 
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DISCUSSION 


DonaLp M. SuHarer, M.D., Chicago: First 
I wish to thank the Academy for giving me 
the opportunity to discuss this challenging 
study by Dr. Hill. Since I first reported in 
1957 that our samples of human vitreous, be- 
ing collected for retinal surgery, were con- 
sistently sterile after refrigeration, I have 
been intrigued as to why. Indeed, Dr. Bussey, 
who participated in our second paper on the 
subject, said he was delighted that this strange 
vitreous behavior had stimulated Dr. Hill to 
study it further. Dr. Hill is to be congratu- 
lated on the careful and graphic work that 
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he has presented. I’m sure it represents hours 
and hours of tedious labor. 


I must admit that in the time we had to 
prepare this discussion we did a spot check on 
Dr. Hill, and plated out inhibition plates from 
known antibiotic-treated and known antibiotic- 
free vitreous, and found the same effect he 
described. 


However, not in a sense of criticism, but 
in order to evaluate the problem of vitreous 
sterility as well as we can, there are a few 
points | would like to mention. 


It is noted in Dr. Hill’s paper that every 
vitreous sample from a person who had sys- 
temic antibiotics showed antibacterial activity, 
and, conversely, not one vitreous sample from 
a donor who had had no systemic antibiotics 
showed any antibacterial activity. At this 
rate, then, practically every eye coming into 
the Eye Banks today must have come from 
an antibiotic-treated donor, because our vit- 
reous samples tested in the past have con- 
sistently shown this antibacterial activity. It 
is true that at the Eye Bank we have not, up 
to now, known whether the donor had anti- 
biotics or not. 


Also, vitreous from another source—cada- 
ver eyes—has been tested by a completely in- 
dependent group. Reed, Wilt, and Tushingham 
at the University of Manitoba have twice con- 
firmed the antibacterial effect of human vit- 
reous from this source. Thus two independent 
groups at two widely separated laboratories 
would have had to be always testing antibiotic 
vitreous. This high frequency rate of anti- 
biotic vitreous would seem improbable, but 
it cannot be denied. 


Another point of interest is how does the 
donor vitreous have enough antibiotic potency 
to inhibit bacteria when the penetration of an- 
tibiotics, other than chloramphenicol into the 
vitreous body is supposed to be so poor. Dr. 
Bussey and I discussed this possibility when 
we were preparing our paper and discarded 
it as unlikely to affect vitreous sterility. 
Our thinking was based on well substan- 
tiated statements such as Leopold’s, who 
said in discussing the use of chloramphenicol 
treatment of endophthalmitis, that “poor in- 
traocular penetration of other antibiotics made 
such (intravitreal) injections necessary.”4 


It is interesting to note that Dr. Hill's vit- 
reous sample G. M., which showed the highest 
antibacterial activity, was from a patient who 
had received Vancomycin or Kanamycin for 
several days prior to death, and Vancomycin 
twice on the day prior to death. Yet a repre- 
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sentative of Lilly Laboratories, manufacturers 
of Vancomycin, had stated (Sept. 3, 1959) 
that intramuscular injections of 25 mg. of 
Vancomycin per kilogram gave good blood 
levels in rabbits, but no penetration in either 
the aqueous or vitreous was noted one, three, 
or six hours later. It is true that comparing 
animal response to human behavior is not 
always valid, but it makes one ponder. 


The question of animal vitreous brings me 
to my final comment. Dr. Hill stated that he 
tested bovine and feline vitreous and found 
that they did not inhibit bacterial growth. 
Reed and his co-workers tested dog vitreous 
and rabbit vitreous, among other substances, 
and likewise found no self-sterilizing proper- 
ty.3 The Burroughs Wellcome Laboratories 
have tested horse vitreous and found no anti- 
bacterial property. Thus, no animal vitreous 
so far tested has shown this property. Is it 
because animals are not getting antibiotics, 
because of poor penetration of antibiotics into 
their vitreous, or because some other factor 
is absent in their vitreous? In any event, dur- 
ing the time we had Dr. Hill’s paper we tried 
to add the antibiotic factor to animal vitreous. 
Two rabbits were used. Their food was 
checked and found to be antibiotic free, then 
one eye of each rabbit was enucleated and 
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the vitreous aspirated and stored. The rabbits 
were then given 400 mg. of chloromycetin 
subcutaneously in four injections in 21 hours 
and the remaining eye of each rabbit enu- 
cleated and the vitreous aspirated four hours 
after the last injection. This dosage repre- 
sented 125 per cent of the normal human dos- 
age of the antibiotic believed to have the best 
vitreous penetration. These vitreous samples 
were then plated against streptococci [as 
shown on the next slide]. Also on the slide 
are chloromycetin and erythromycin test discs 
showing by their rings of inhibition that the 
organism was sensitive to the antibiotic. The 
top two wells are rabbit vitreous before the 
antibiotic dosage, and show no inhibitory ac- 
tivity on the organism. The lower two wells 
are rabbit vitreous after an antibiotic over- 
dose, but they still show no antibiotic activity. 
Thus, the presence of antibiotic in the donor 
rabbits still did not produce any antibacterial 
activity in the vitreous. 


From all this discussion you must assume 
that I am a very reluctant bride to Dr. Hill’s 
proposal, but, like the old maid, I will take it 
until a better proposition comes along. Again, 
I congratulate Dr. Hill on a well planned and 
well executed piece of research. 
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MYCOSIS FUNGOIDES WITH INTRAOCULAR 


INVOLVEMENT 


HELENOR CAMPBELL FOERSTER 
SAN FRANCISCO, CALIFORNIA 


Mycosis fungoides is a malignant 
dermatosis of undetermined etiology. In 


its early stages the inflammatory appear- 
ance of the skin lesions has frequently 
led to a diagnosis of parapsoriasis, but 
in its later stages it becomes neoplastic 
in character and may involve the inter- 
nal organs. Because of the reticuloendo- 
thelial origin of the tumor cells, it has 
been classified with the lymphomas, and 
like other lymphomas, the histopathologic 
picture may change during the course of 
the disease or may vary somewhat in 
different patients. In some instances in- 
dividual lesions may be almost indis- 
tinguishable from those of reticulum cell 
sarcoma, but generally the over-all re- 
semblance is closest to that of Hodgkin’s 
disease.?>»6 


Lid and conjunctival involvement in 
mycosis fungoides is not unusual.!,7 
However, only one case, reported in 
Germany,* of pathologically proved in- 
traocular involvement was found in the 
literature. Franceschetti? reported cot- 
ton-wool patches in the retina of a pa- 
tient with mycosis fungoides, but these 
cleared on treatment and were regarded 
as the result of a retinopathy rather 
than as the presence of tumor cells with- 
in the eye. 


From the Francis I. Proctor Foundation for Research 
in Ophthalmology and the Department of Ophthal- 
mology, University of California School of Medicine. 


Presented as a Clinicopathologic Case Report at the 
Sixty-Fourth Annual Session of the American Acad- 
emy of Ophthalmology and Otolaryngology, Oct. 11- 
16, 1959, Chicago. 
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CASE REPORT 


A 59-year-old white man developed 
multiple skin lesions fifteen years be- 
fore his death. Biopsy of one lesion 
(fg. 1) showed Pautrier’s “micro- 
abscesses,” the subepithelial lympho- 
cytic accumulations which are typical of 
early mycosis fungoides. In another 
specimen (fig. 2), the large reticulo- 
endothelial cells, neoplastic in appear- 
ance and distribution, were character- 
istic of older lesions. 


In addition to the skin disease, the 
patient had an enlarged prostate for 
which he had undergone a surgical oper- 
ation with subsequent urinary infection. 
He had had internal hemorrhoids with 
bleeding, an acute gastric ulcer, blood 
pressure ranging from 140/90 to 190/ 
120, and paroxysmal attacks of auricu- 
lar tachycardia. He _ received large 
amounts of roentgen radiation to the 
skin over a period of ten years and had 
three courses of electron beam therapy. 


Eight years before the onset of skin 
lesions the patient suffered a severe con- 
tusion to his left eye, producing a hy- 
phema and iridodialysis. Vision was re- 
duced, but the eye remained quiet for 
twenty-one years, when he noticed float- 
ers and visual blur. Examination re- 
vealed vitreous opacities, cells in the 
anterior chamber and small keratic pre- 
cipitates. Treatment consisted of cor- 
ticosteroid drops and scopolamine, but 
a mature cataract developed and the eye 
became painful. One year after the on- 
set of ocular symptoms it became neces- 
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FIG. 1—Pautrier’s “‘micro-abscesses” in skin lesion from arm, removed eleven years before death. 
« 700. 


FIG. 2——-Neoplastic reticuloendothelial cells in skin lesion from neck, removed eleven years before 
death. 448. 
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sary to enucleate the eye. A clinical di- 
agnosis of probable post-traumatic 
uveitis was made, although the possi- 
bility of association with his skin lesions 
was considered. 


On gross examination the left eye 
measured 25x24x24 mm. The cornea 
was clear, the anterior chamber deep 
and the pupil irregular. The lens ap- 
peared swollen, cataractous and dislocat- 
ed nasally and inferiorly. There was 
thick, white, apparently necrotic mate- 
rial in the vitreous chamber. A massive 
subretinal lesion extended around the 
entire posterior pole. 


FIG. 3—Left eye, enucleated one year before death. 
Necrotic masses of tumor cells in vitreous chamber 
and subretinal space. 


Microscopic examination of the left 
eye (fig. 3) showed a mild edema of 
the corneal epithelium. Descemet’s mem- 
brane was slightly and irregularly thick- 
ened at the periphery. The endothelium 
was flattened, with irregularly dispersed 
nuclei. Macrophages, lymphocytes, plas- 
ma cells and a few polymorphonuclear 
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leukocytes and red blood cells were pres- 
ent in the anterior chamber and trabecu- 
lar meshwork. The iris was atrophic 
and sparsely infiltrated with chronic in- 
flammatory cells. There were posterior 
synechias, and an inflamed pupillary 
membrane. On one side the lens capsule 
was broken beneath a coloboma of the 
iris root, and on this side, the zonular 
fibers were interrupted. A mass of ne- 
crotic cells extended from the vitreous 
through this opening into the posterior 
chamber. There was advanced degenera- 
tion of lens fibers with some calcium de- 
position. There were occasional chorio- 
retinal adhesions with marked tissue 
atrophy. Neoplastic cells formed a dif- 
fuse layer beneath the retinal pigment 
epithelium, which they had invaded. In 
some areas, necrotic masses of these 
cells detached the retina. Other necrotic 
and hemorrhagic masses of tumor cells 
were present in the anterior portion of 
the vitreous chamber. The tumor cells 
which were not necrotic suggested those 
of reticulum cell sarcoma (fig. 4). Mi- 
toses were rather numerous. The optic 
nerve appeared normal but had under- 
gone operative trauma. 


The microscopic diagnosis was intra- 
ocular involvement in mycosis fungoides. 


The patient died of generalized in- 
volvement of his internal organs in the 
neoplastic stage of mycosis fungoides 
fifteen years after the onset of the skin 
lesion and one year after enucleation of 
the left eye. Sections of the skin (fig. 5), 
as well as of the lung, kidney, heart 
(fig. 6) and other organs, contained le- 
sions composed of  reticuloendothelial 
cells. Interspersed among these were 
multinucleated cells of the Reed-Stern- 
berg type seen in Hodgkin’s disease, but 
also sometimes observed in mycosis 
fungoides. Mitoses were rather numer- 
ous; areas of necrosis were often pres- 
ent; eosinophiles’ were not apparent. 
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: FIG. 4—Neoplastic reticuloendothelial cells beneath retinal pigment epithelium of left eye. 1120. 


FIG. 5—Neoplastic cells in skin lesion from buttock, removed at autopsy. Reed-Sternberg cells and mitoses 
are present. 1120. 
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FIG. 6—Interstitial infiltration of heart muscle by immature reticuloendothelial cells. * 1120. 


FIG. 7—Neoplastic cells around orbital nerves and vessels of right eye, removed at autopsy. X 280. 
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The right eye, removed at autopsy, was 
essentially normal, but neoplastic cells 
resembling those described in the dis- 
seminated lesions infiltrated the orbital 
tissues (fig. 7). 


DISCUSSION 


Ocular involvement in tumors of the 
leukopoietic system is not unusual. It 
has been observed in lymphosarcoma, 
reticulum cell sarcoma and, with mod- 
erate frequency, in the leukemias. In the 
case presented, involvement of the inner 
eye in mycosis fungoides is of particu- 
lar interest not only because of its rarity 
but because, on the basis of previous in- 
jury and ophthalmoscopic and slit lamp 
examination, it was suspected clinically 
of being uveitis, unrelated to the gen- 
eral disease. 
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COMBINATION PILLAR AND PALATE RETRACTOR 


L. REED CRANMER, M.D. 
TOLEDO, OHIO 


I wou Lp like to present a combination 
pillar and palate retractor which I have 
found will greatly facilitate tonsil and 
adenoid surgery. Rather than an entire- 
ly original instrument, it should be con- 
sidered as a combination, a modificaticn 
and, I believe, an improvement of older 
patterns. 


Basically it provides a single instru- 
ment for the surgeon, anesthetist, or as- 
sistant to use for providing the best pos- 
sible exposure of the tonsil fossa or 
nasopharynx while imparting efficiency 
by minimizing the handling and ex- 
change of instruments (figs. 1, 2, and 
3). 


The 135-degree center angle makes 
possible a clear field of vision, unob- 
structed by the fingers of the assistant, 
in examination of either area. The flat, 
wide, finely ridged shaft near the angle 
provides a secure grip. The entire sur- 
face of the instrument is provided with 
a dull velvet finish to eliminate the glare 


of reflected light. 


Presented as a New Instrument at the Sixty-Fourth 
Annual Session of the American Academy of Oph- 
thalmology and Otolaryngology, Oct. 11-16, 1959, 
Chicago. 


The pillar retractor resembles the 
Hurd instrument but is larger in all di- 
mensions to expose almost the entire 
tonsil fossa at a glance, and to prevent 
the annoyance of its slipping off the an- 
terior pillar during ligation of vessels. 
The instrument near the angle acts as a 
bite block in patients who are over pre- 
medicated under local anesthesia or un- 
der light general anesthesia. 


The palate retractor end is curved 
both in the direction of the length and 
width of the instrument. Its size and 
shape allow about 20 per cent more vis- 
ualization of the nasopharynx than oth- 
er instruments studied. It is equally 
useful in the infant or adult for a care- 
ful direct-vision adenoidectomy, so a va- 
riety of different sizes is unnecessary. It 
may also be used as a tongue depressor, 
and it furnishes a stable and comfort- 
able handle when using the pillar re- 
tractor, since it curves around the dorsal 
surface of the first digit of the index 
finger. 


Acknowledgment is made to the Storz 
Instrument Company, which kindly col- 
laborated in making the instrument. 
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NEW INSTRUMENTS 


FIG. 1—Side View 


FIG. 2—Back View 


FIG. 3—Front View 
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EAR INSTRUMENTS FOR OFFICE USE WITH MAGNIFICATION 


DoNALD A. CorGILL, M.D. 
DALLAS, TEXAS 


Ficure 1. 


In the new era of microscopic recon- 
structive ear surgery, the use of magni- 
fication in surgery becomes mandatory. 
It follows naturally that office examina- 
tion and treatment now also require 
magnification to determine the exact lo- 
cation of visible disease, the pres- 
ence or absence of thin membranous 
healing, to observe the effect of applica- 


*Manufactured by the Storz Instrument 


Company, 
4570 Audubon Ave., St. Louis. 


Presented as a New Instrument at the Sixty-Fourth 
Annual Session of the American Academy of Oph- 
1959, 


thalmology and 
Chicago. 


Otolaryngology, Oct. 11-16, 


tion of small positive and negative air 
pressures, to apply vibrating testing 
equipment and, finally, to cauterize, or to 
place diagnostic patches. Especially need- 
ful are those of us who were farsighted 
to begin with and others who are now in 
the presbyopic age group. Light require- 
ment increases approximately 100 per 
cent between the residency age group 
and the presbyopic age group. Magnifi- 
cation increases visibility. 


It was found that available instru- 
ments were too short to use comfortably 
with the usual magnification devices (fig. 
1). Their handles impinge on the mag- 
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nifying glass, forcing one to turn the 
magnifier and to use the less deft op- 
posite hand as the instrument manipula- 
tor. It was a simple matter to increase 
the length and delicacy of two common- 
ly used instruments.* The Hartman-type 
forceps was selected because of the sim- 


ple construction of its joint, which is be- 
lieved to resist sterilization damage for 
a longer time than more complicated 
ones. These instruments have been in 
service in our department for more than 
a year and have proved to be quite satis- 
factory. 


A SIMPLIFIED SELF-RETAINING RETRACTOR 
FOR MIDDLE EAR SURGERY 


Gorpon H. Scortr, M.D. 
CHICAGO, ILLINOIS 


Tus is a bivalve ear speculum, with 
a small retractable hook which is to be 
inserted under the bridge of the aditus 
and secured in position with a setscrew. 
This fixes the instrument posterosupe- 
riorly. The anteroinferior blade of the 
speculum is longer than the other, and 
is corrugated to prevent slippage. 


The drum is first retracted in the 
usual manner, and bone work is per- 
formed on the bony annulus. The in- 
strument is then inserted in the closed 
position ; the hook is engaged under the 
bridge and fixed with the setscrew. The 


Presented as a New Instrument at the Sixty-Fourth 
Annual Session of the American Academy of Oph- 
thalmology and Otolaryngology, Oct. 11-16, 1959, 
Chicago. 


jaws of the instrument are then opened, 
fixing the instrument firmly in place. 
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Ficure 1. 
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EXTRACTION LOOP FOR SMALL LENSES 


ALSTON CALLAHAN, M.D. 
BIRMINGHAM, ALABAMA 


cm 
Inches” 


: 


FIG. 1—Extraction loop for small lenses. 


InN removing small lenses, such as 
some of those of congenital origin, or 
in removing the nucleus of a morgagnian 
cataract, the capsule of which has rup- 
tured, the opening in the loop may per- 


Presented as a New Instrument at the Sixty-Fourth 
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mit the lens or nucleus to slip through 
as the maneuver of extraction is per- 
formed. To prevent this embarrassing 
complication, the loop has been designed 
with a central wire, bent at the same 
curve as that of the posterior lens sur- 
face. When the lens is “netted” with 
this instrument, it is not possible for it 
to slide off, as it might if the central wire 
were on the same level with the loop. 
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AMERICAN ORTHOPTIC JOURNAL 


Ten years ago the American Or- 
thoptic Council and the American Asso- 
ciation of Orthoptic Technicians held a 
joint scientific session during the week 
of the Academy meeting in Chicago. 
Papers read at that meeting were pub- 
lished in a special production called the 
AMERICAN ORTHOPTIC JOURNAL. Papers 
read at previous joint sessions had been 
included in the TRANSACTIONS of the 
Academy and these sessions had been 
considered as special events in the regu- 
lar Academy program. Since 1950 the 
papers read at the annual meeting of the 
American Association of Orthoptic 
Technicians have been published by the 
Academy as part of the AMERICAN OR- 
THOPTIC JOURNAL, and for several years 
the JOURNAL was mailed to each member 
of the Academy as a supplement to the 
TRANSACTIONS. 


After a few years it became apparent 
that members not practicing ophthalmol- 
ogy were not interested in the JOURNAL. 
How many ophthalmologists were in- 
terested in the JOURNAL was a question. 


319 


A mail inquiry was sent to each member 
of the Academy asking whether he chose 
to have his name remain on the JOURNAL 
mailing list. The result of that ballot is 
the basis for the present circulation. 
Each year the members of the Academy 
are asked to indicate by mail whether 
they wish to receive free the AMERICAN 
ORTHOPTIC JOURNAL as a supplement to 
the TRANSACTIONS. 


The 1960 number, volume 10, has just 
been released. It was mailed free to 
2,140 members of the Academy and to 
192 libraries and exchanges. Each mem- 
ber of the American Association of 
Orthoptic Technicians pays a subscrip- 
tion fee of $2.00, which is included in 
the Association dues and remitted by the 
Treasurer. An additional 35 subscribers 
pay the regular subscription price. Free 
copies were sent to ophthalmologic insti- 
tutions in Mexico City. A total of 2,637 
copies were mailed. 


On the date of mailing the JourNAL, 
April 23, 1960, there were 6,888 mem- 


bers of the Academy who could receive 
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the JOURNAL free if they wanted it. 
While it is presumed that only ophthal- 
mologists would want it, we have no 
such classification of Academy member- 
ship; if we had such a classification, we 
would not refuse to send the JOURNAL 
to any active member who asked for it. 


The Orthoptic Council is composed of 
nominees from the American Ophthal- 
mological Society, the American Medi- 
cal Association, the American College 
of Surgeons, and the American Acad- 
emy of Ophthalmology and Otolaryn- 
gology. Annual meetings have been held 
during the Academy week. The Acad- 
emy has assisted in making arrange- 
ments for the joint meeting with the 
American Association of Orthoptic 
Technicians and has shared the cost of 
the meeting hall. The Academy has fos- 
tered the erthoptic movement in a num- 
ber of ways not shared by the other 
sponsoring organizations. The cost of 


printing the JOURNAL is borne entirely 
by the Academy as a contribution to the 
effort of those ophthalmologists who 
continue to develop the field and keep 
visual orthoptics in the medical profes- 
sion where it belongs. 


Volume 10, 190 pages in all, contains 
two important symposia: (1) Pleoptics 
in the Treatment of Strabismus, and 
(2) Illumination and Its Relationship to 
Visual Acuity and Oculomotor Func- 


TRANSACTIONS — 


MAY - JUNE, 1960 


In addition to these instructive 
studies there are sixteen papers on sub- 
jects of interest to all ophthalmologists 
and orthoptic technicians, in fact, to all 
persons who are occupied in the field of 
vision. Pleoptics is a new term for a new 
concept of a familiar situation. It be- 
longs in the category of orthoptics. In it 
are new instruments, the names of which 
are so new that they do not appear in 
the medical dictionaries. How many of 
us can describe offhand the Visuscope, 
the Euthyscope, the Pleoptophor and 
Coordinator and demonstrate their func- 
tions and evaluate their usefulness ? Will 
this new project receive the attention it 
deserves in the offices of ophthalmolo- 
gists or will we brush it aside until an- 
other group dominates the field, as we 
have seen happen in some other phases 
of eye care? Is the treatment of strabis- 
mus and amblyopia the sole privilege of 
the ophthalmologist? If the ophthal- 
mologist drags his feet in the race for 
better methods through research and 
scientific achievements, how can he howl 


so loudly when some other group forges 
ahead 


tion. 


The Academy has nourished and en- 
couraged “orthoptics” and that service 
has remained within the fold. More than 
a token interest will be necessary to 
keep it there. 

W.L.B. 
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In Memoriam 


GEORGE MORRISON COATES 
1874 - 1960 
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GEORGE MORRISON COATES 
1874 - 1960 


George Morrison Coates, Past President and Honorary Fellow of the American 
Academy of Ophthalmology and Otolaryngology, was born in Philadelphia, Penn- 
sylvania, on March 24, 1874, and died at West Whiteland, Chester County, 
Pennsylvania, on February 7, 1960, at the age of 86 years. 


He received the degree of Doctor of Medicine from the University of Pennsyl- 
vania in 1897. Following internship at the Pennsylvania Hospital, Dr. Coates 
engaged in the postgraduate study of otolaryngology at the Philadelphia Polyclinic 
and College for Medical Graduates, where he became associate professor in 1905. 
From 1919 to 1954, he was professor of otolaryngology and chief of service at 
the Graduate School of Medicine of the University of Pennsylvania. He served as 
chairman and professor of otolaryngology at the School of Medicine of the Uni- 
versity of Pennsylvania and chief of service at the Hospital of the University of 
Pennsylvania from 1934 to 1939. 


Dr. Coates was certified by the American Board of Otolaryngology in 1925, 
becoming a member of the Board in 1930, and later senior consultant. He was a 
past president of the American Laryngological Association, the American Otological 
Society, the American Laryngological, Rhinological and Otological Society, the 
American Academy of Ophthalmology and Otolaryngology, and the Philadelphia 
Laryngological Society. He was a corresponding fellow of the Societé de Laryn- 
gologie des Hépitaux de Paris and a fellow of the American Bronchoeso phagologi- 
cal Association, the College of Physicians of Philadelphia, the American Society of 


Immunologists, the American College of Surgeons, and the Pacific Coast Oto- 
Ophthalmological Society. 


He was chairman of the Section of Laryngology, Otology and Rhinology of 
the American Medical Association in 1927; chairman of the ear, nose and throat 
section of the Pennsylvania Medical Society in 1921; chairman of the ear, nose 
and throat section of the Clinical Congress of Surgeons of North America from 
1921 to 1936, and chairman of the ear, nose and throat section of the College of 
Physicians of Philadelphia from 1928 to 1930. 


Dr. Coates was editor-in-chief of the A.M.A. Archives of Otolaryngology from 
1937 to the time of his death; co-editor with Dr. Chevalier Jackson of “The Nose, 
Throat and Ear and Their Diseases” (1929); co-editor with Dr. I. S. Ravdin of 
the American edition of “Kirschner’s Operative Surgery’ (1937), and editor of 
the five-volume “Otolaryngology” (1955). He was the recipient of the Newcomb 
Award of the American Laryngological Association in 1943; of the De Roaldes 
Gold Medal in 1949; of the Award of Merit of the American Academy of O phthal- 
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mology and Otolaryngology in 1946, and of the Gold Medal Award of the Ameri- 
can Otological Society in 1949. 


Dr. Coates served as Assistant Surgeon in the United States Navy during the 
Spanish-American War; as First Lieutenant to Lieutenant Colonel in the Medical 
Corps of the Pennsylvania National Guard from 1900 to 1916, and as Major to 
Colonel, MC, United States Army, from 1917 to 1919. During World War I, he 
was chief of the section of head surgery at base hospitals in Camp Sevier, South 
Carolina, and Camp Hancock, Georgia; commanding officer of Base Hospital 56, 
Allerey, France; otolaryngologist to the Embarkation Center, Bordeaux, France, 
and President of the Reclassification Board. 


A daughter, a brother, and two sisters survive. 
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In Memoriam 


George Eli Adkins..................Jackson, Mississippi 
January 13, 1960 


Edwin Clarence Bach..............Milwaukee, Wisconsin 
February 7, 1960 


Hans Barkan..................San Francisco, California 
March 7, 1960 


January 26, 1960 


Lynwood Kent Best...........Charleston, South Carolina 
January 19, 1960 


Wilham H. Braunlin....................Marion, Indiana 
December 22, 1959 


Austin Burdick. ...............Grand Ledge, Michigan 
January 4, 1960 


Harold James Cannon.............Milwaukee, Wisconsin 
January 29, 1960 


December 24, 1959 


George M. Coates.............Philadelphia, Pennsylvania 
February 7, 1960 


December 30, 195 


Frank Garrett Folken..............Albert Lea, Minnesota 
January 31, 1960 


Emmette Trible Gatewood............Richmond, Virginia 


January 5, 1960 
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In Memoriam 


January 21, 1960 


Robert Budd Karkeet..................Portland, Oregon 
January 22, 1960 


Mercer G. Lynch................New Orleans, Louisiana 
February 9, 1960 


Gordon J. McCurdy................... Phoenix, Arizona 
February 14, 1960 


John Boyd McMurray..........Washington, Pennsylvania 
February 18, 1960 


Forest Wayne Merica..................Lakewood, Ohio 
December 2, 1959 


Maurice Elias Mesirow..........San Francisco, California 
January 29, 1960 


Wade H. Miller...................Kansas City, Missouri 
February 13, 1960 


William C. Posey, Jr...........Bryn Mawr, Pennsylvania 
January 2, 1960 


Harley W. Qualls..................Memphis, Tennessee 
October 28, 1959 


Charles E. Savery...............Deerfield Beach, Florida 
February 13, 1960 


Frank Carlton Smith............Charlotte, North Carolina 
February 25, 1960 


Arthur James Wagers..........Philadelphia, Pennsylvania 
December 18, 1959 
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“A LISTING OF AUDIOMETERS 


a The following audiometers are recommended for listing as of December 


15, 1959: 
PURE TONE AUDIOMETERS 
Beltone Model 10-C Beltone Hearing Aid Company 
Model 15-C Audiometer Division 


2900 West 36th Street 
Chicago 32, Illinois 


Maico Model MA-5 Maico Electronics Inc. 
Model H1-B for pure tones only Maico Building 
21 North Third Street 
Minneapolis 1, Minnesota 


Sonotone Model 91 Sonotone Corporation 
Elmsford, New York 


SPEECH AUDIOMETERS 


2 Grayson-Stadler Model 162 Grayson-Stadler Co. 
oo West Concord, Massachusetts 


SCREENING AUDIOMETERS 
Ambco Otometer 600 Ambco Inc. 
1222 W. Washington Bivd. 
Los Angeles 7, California 


Each model number in the list as a rule indicates the most advanced model of 
that series. If less advanced instruments are for sale under similar model numbers, 


it is assumed that they will function as well or better than the more complicated 
model in a series. 


Acceptance for listing means that the audiometer manufacturer has demon- 
strated the ability to produce one instrument that performs according to A.S.A. 
specification. It does not imply that any individual instrument will perform within 
the tolerances. It is obviously beyond the scope of the Listing Committee or the 
Referee Laboratories to provide production control for audiometer manufacturers 
and their customers; however, listing does indicate that the product of the man- 
ufacturer can come up to 1951 A.S.A. specifications, and it is up to the customer 
to carry on negotiation with the manufacturer if a particular instrument which 
he receives is faulty. 


Abstracted from the 1959 Report of the Listing of Audiometers Subcommittee of the American Academy of 
Ophthalmology and Otolaryngology Committee on Conservation of Hearing. 
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SECTION ON INSTRUCTION 


v 


SIXTY-FIFTH ANNUAL MEETING 


American Academy of Ophthalmology and Otolaryngology 
October 9-14, 1960 


PALMER HOUSE 
Chicago, Illinois 


A. D. Ruepemann, M.D. 
Secretary for Instruction — Ophthalmology 


Eucene L. Dervacki, M.D. 
Secretary for Instruction— Otolaryngology and Maxillofacial Surgery 


This Section presents for 1960: 


Ophthalmology: 168 Individual Courses ; 
56 Continuous Courses. The faculty 
is comprised of 278 instructors, and 
the hours of instruction total 394. 


Otolaryngology: 113 Individual Courses ; 
22 Continuous Courses and Panel 
Discussions. The faculty is comprised 
of 148 instructors and the total num- 
ber of instruction hours is 180. 


An individual course is complete in 
one (1) period: A continuous course 
runs two (2) or more periods as indi- 
cated. It is not possible to purchase a 
ticket to only part of a continuous course. 
Some courses are repeated on different 
days allowing the subscriber to choose 
the time when he wishes to attend. 


Ordering Instruction Tickets 
Only members who have paid their 


1960 dues may order insiruction tickets 
in advance of the meeting. Members 
should order tickets only for their 
own use. Candidates for fellowship in 
the Academy are not privileged to re- 
serve tickets in advance. After the ses- 


sion opens, no distinction between mem- 
bers, candidates and guests will be made 
in selling tickets. 


At the end of this section is printed a 
colored sheet to be used when ordering 
tickets in advance. Specify preferences 
on this sheet and mail to the executive 
office. Careful attention to instructions 
will ensure the correct filling of your re- 
quests. Since number of tickets for each 
course is limited, be sure to list second 
and third choices for each period in case 
first choice is already sold out. In every 
case, effort will be made to furnish first 
choices. 


If you are requesting registration in 
the continuous courses, please specify 
preferences for individual courses as 
substitutes in order to avoid disappoint- 
ment should the continuous courses 
which you select be sold out when your 
order is received. 


Each period (1 hour) of instruction 
costs $2.00. Orders not accompanied by 
properly executed checks will not be 
filled. Checks should be made payable 
to W. L. Benedict, M.D., and mailed to 
the Academy office, 15 Second St. S.W., 


Rochester, Minn. 
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INSTRUCTION SECTION 


All orders for tickets will be filled ac- 
cording to the postmark on the envelope 
containing the check. Telegrams will not 
be honored. Orders will not be accepted 
for presale after September 29; to en- 
sure acceptance they should be mailed 
before September 27. 


Acknowledgment 
of Advance Order 


As soon as an advance order is filled, 
a post card, listing the courses that have 
been reserved for him, will be mailed to 
the subscriber. Please do not ask to 
change courses after your order has 
been filled. The post card is merely an 
assurance that your order has been 
filled; it is not necessary for registra- 
tion at the Academy meeting. 


Claiming Instruction Tickets 


No tickets will be sent through the 
mails. Members who have ordered in- 
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struction course tickets will register at 
the Advance Order Section of the Reg- 
istration Desk during the week of the 
Convention to secure registration badge, 
tickets, and all convention material. 

Tickets will be on sale during the 
meeting at the Instruction Desk in the 
Registration Foyer and the Seventh 
Floor. 


Refunds 


If courses requested are not available 
and it is impossible to substitute, a re- 
fund will be granted. A blue refund card 
will be placed in the Advance Registra- 
tion Envelope which is received at the 
time of registration. This may be pre- 
sented at the Instruction Desk for pay- 
ment. 

In case of inability to attend the meet- 
ing after order has been filled, a refund 
will be granted if requested prior to Oc- 
tober 7. 


If you have ordered tickets in advance, at the time of registration take your 
registration card to the desk marked ADVANCE ORDERS. There you will be given 
an envelope containing badge, tickets and program which has been prepared ahead 


of time to facilitate your registration. 


KEY TO DESIGNATION OF PERIODS 


The periods will be designated with the following key: Select tickets for — 
Otolaryngology, forenoons, periods 1-2-3— Ophthalmology, afternoons, periods 4-5-6 


Day (M)onday (T)uesday (W) ednesday (Th)ursday 
Period p.m 456 456 
2:00 p.m.to 3:00 p.m. | W-4 ........ . 2:00 p.m.to 3:00 p.m. 
3:15p.m.to 4:15pm. | W-5 ......... 3:15 p.m.to 4:15 p.m, 
4:30 p.m.to 5:30p.m. | W-6 ......... 4:30 p.m.to 5:30 p.m. 
9:00 a.m. to 10:00 a.m. | Th-1 ......... 9:00 a.m. to 10:00 a.m. 
10:15 a.m. to 11:15am. | Th-2 ........ 10:15 a.m. to 11:15 a.m. 
DP iaweeeekes 11:30 a.m. to 12:30 p.m. | Th-3 ........ 11 :30 a.m. to 12:30 p.m. 
6:00pm. to 3:00 pm. | Th-4 ......... 2:00 p.m. to 3:00 p.m. 
1 ee ee 3:15p.m.to 4:15p.m. | Th-5 ......... 3:15 p.m.to 4:15 p.m. 
4:30 p.m.to 5:30pm. | Th-6 ......... 4:30 p.m. to 5:30 p.m. 
9 :00 a.m. to 10:00 a.m. 

10:15 a.m. to 11:15 a.m. 


> 
ier 
< 
| 
“4 
4 
a 
<P 
“9 
2 
x 
\ 


1960 
CONTINUOUS COURSES — OPHTHALMOLOGY 


COURSE 1 


Room 738 Periods M-4, M-5, T-4, 


T-5, W-4, W-5, Th-4, Th-5 
JAMES H. ALLEN, M.D., et al 


Bacteriology and Infectious Diseases 
of the Eye 


An eight-period course—$16.00 


The first hour of the course will be de- 
voted to bacteriology and methods of eti- 
ologic diagnosis of infectious diseases. 
Six hours will be devoted to the clinical 
manifestations and differential diagnosis 
of infectious and allergic diseases of the 
eye, and one hour will be devoted to a 
general summary of the therapy of in- 
fectious diseases. 


M-4—Bacteriology 
Ted Suie, Ph.D. 
Columbus, Ohio 


BY INVITATION 


M-5—Infections of the Lids and Lacrimal 


Apparatus 
Alson E. Braley, M.D. 
Iowa City 
T-4—Bacterial Infections of the Con- 
junctiva 


James H. Allen, M.D. 
New Orleans 


T-5—Allergic Diseases of the Lids, Con- 
junctiva, and Cornea 
Frederick H. Theodore, M.D. 

New York 


W-4—Infectious Diseases of the Cornea 
Henry F. Allen, M.D. 
Boston 


W-5—Virus Infections of the Lids and 
Conjunctiva 
Samuel J. Kimura, M.D. 
Berkeley, Calif. 


Th-4—Infections of the Orbit and Globe 
(to include surgical infections) 
Gustav C. Bahn, M.D. 

New Orleans 


Th-5—tTherapy of Infectious Diseases 
James H. Allen, M.D. 
New Orleans 
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COURSE 2 
Periods M-4, M-5 


KARL W. ASCHER, M.D. 
Cincinnati 


Room 713 


Aqueous Veins in Glaucoma 
A two-period course—$A.00 


The aqueous veins are biomicroscopic- 
ally visible pathways similar to blood 
vessels in appearance, containing clear, 
colorless fluid or diluted blood or both, 
and intercalated, via Schlemm’s canal, 
between intraocular fluid and conjunc- 
tival or episcleral veins. 


The detection, in 1941, of the aqueous 
veins confirmed the presence of a con- 
tinuous elimination—and therefore pro- 
duction—of aqueous humor, resolving a 
controversy of decades and opening up 
new approaches to glaucoma research. 
The physiologic implications of these 
structures have been verified by numer- 
ous investigators in studies on man and 
animals. The control of flow appears to 
reside within the roots of the aqueous 
veins, deep in the scleral tissue, with a 
regulating center which probably 
located in the diencephalohypophyseal 
area. The trabeculae also play a role. 


The qualities of the aqueous veins and 
their bearing on the retention theory and 
the neurovascular theory of glaucoma 
will be discussed. A motion picture will 
be shown. 


COURSE 3 
Room 706 Periods W-5, W-6 
ELMER J. BALLINTINE, M.D. 
Cleveland 
and 


E. PURNELL, M.D. 
Euclid, Ohio 


BY INVITATION 
Clinical Tonography 


A two-period course—$4.00 


The value of tonography as a practical 
clinical office procedure in the manage- 
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ment of glaucoma has been established. 
The clinical procedure and the more com- 
mon sources of errors will be demon- 
strated in a motion picture and discussed 
in sufficient detail that the observers will 
be able to perform the test or instruct 
their technicians in the procedure. 


Most of the time will be spent in in- 
terpretation and discussion of tonograph- 
ic data obtained in the following clinical 
situations: 


1. Early diagnosis of glaucoma 
2. Refinement of provocative tests 


3. Anticipation of failure of medical 
therapy before field loss occurs 


4. Anticipation of failure of previously 
successful antiglaucoma surgery 


5. ‘“‘Low-tension glaucoma’”’ as a result 
of 


(a) decreased scleral rigidity 
(b) “arrested’’ glaucoma 


(c) cavernous atrophy of the nerve 
and related concepts 


COURSE 4 
Periods T-4, T-5 


BERNARD BECKER, M.D. 
St. Louis 

V. EVERETT KINSEY, Ph.D. 
Detroit 


Room 713 


Studies of Aqueous Flow 
A two-period course—$4.00 


Current concepts of the composition 
of the aqueous humor and the manner 
of its formation will be presented. 


The rate of aqueous secretion will be 
discussed from the point of view of meth- 
ods of measurement and induced alter- 
ations. 


COURSE 5 


Room 734 Periods M-4, T-4, W-4 


ARTHUR J. BEDELL, M.D. 
Albany, N. Y. 


Ophthalmoscopy 


OPHTHALMOLOGY — CONTINUOUS 


A three-period course—$6.00 


Kodachrome demonstrations with hun- 
dreds of photographs in a comprehensive 
review. 


Normal variations, anomalies and 
unique patterns. 


Circulatory alterations including sud- 
den arterial or vena occlusions with seri- 
al studies. The retinopathy found in dia- 
betes, the hypertensive state, and arterio- 
sclerosis. The blood dyscrasias, tubercu- 
losis and syphilis. 


The optic nerve diseases; emphasis on 
the differentiation between edema, 
choked disc, infection, and optic neuritis. 


Senile macular degeneration from the 
earliest signs to terminal scars. 


COURSE 6 
Room 722 Periods M-6, T-6, W-6 


MILTON L. BERLINER, M.D. 
New York 


Recent Advances in Biomicroscopy 
A three-period course—$6.00 


COURSE 7 
Periods Th-4, Th-5 


PAUL BOEDER, Ph.D. 
Iowa City 


Room 702 


Practical Optics 
A two-period course—$4.00 


The optical properties and practical 
aspects of single vision and contact lenses 
as well as of all types of multifocal lenses 
will be discussed: in particular, their de- 
fects and prismatic effects, such as ob- 
ject displacement, image jump, vertical 
imbalances, and decentration. This will 
be followed by a discussion of cataract 
and telescopic lenses, and finally, by a 
review of the optical principles of retin- 
oscopy, and direct and indirect ophthal- 
moscopy. 


COURSE 8 
Periods W-5, W-6 


Room 713 
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ALSON E. BRALEY, M.D. 
Iowa City 


Fundus Lesions: 
Diagnosis with Slit Lamp 


A two-period course—$.00 


Examination of the fundus and vit- 
reous with the slit lamp is an aid to 
diagnosis. In order to see the fundus, the 
Hruby lens or a special contact lens is 
necessary. A thin contact lens allows the 
examiner to swing the slit lamp beam 
over a wide range when compared to 
the Hruby lens. The contact lens also 
gives the observer better stereoptic view 
of all the deep structures. The normal 
eye and pathologic eye examined with 
the slit lamp and contact lens demon- 
strates many a new observation and aid 
to the ophthalmologist. 


COURSE 9 


Room 711 Periods M-4, M-5 and 


T-4 or T-5 or T-6 


ROBERT J. BROCKHURST, M.D. 


CHARLES D. J. REGAN, M.D. 
Boston 


Indirect Ophthalmoscopy 
A three-period course—$6.00 


This course will be divided into two 
parts. The first part will be a two-hour 
lecture on the technique and applications 
of indirect ophthalmoscopy. Slides of fun- 
dus paintings and a motion picture will 
be used to amplify the lecture material. 
The second part will be a one hour ses- 
sion in which each student will examine 
rubber eyes using the stereoscopic indi- 
rect ophthalmoscope. 


The course will be limited to 36 stu- 
dents. All 36 students will attend the 
opening two-hour lecture. The class will 
then be divided into three groups, with 
12 students in each group. Each group 
will meet for one hour on the following 
day, when each student will have the 


use of an indirect ophthalmoscope and 
an assortment of simulated eyes with 
which to practice. When ordering tick- 
indicate whether you wish 
fifth, or 


ets, please 
to attend during the fourth, 
sixth period on Tuesday. 


INSTRUCTION SECTION 


COURSE 10 


Periods M-4, M-5, T-4, 
T-5. W-4, W-5, Th-4, Th-5 


HAROLD W. BROWN, M.D., et al 


Room 795 


Eye Muscles 
An eight-period course—$16.00 


M-4 & 5—Physiology and Pathology of 
the Ocular Muscles 


Harold W. Brown, M.D. 
New York 


The physiologic action of the individu- 
al muscles in conjugate and disjunctive 
movements (convergence, divergence) 
will be discussed and illustrated. From 
these normal physiologic acts, the path- 
ologic variations will be developed and 
classified. Various methods of diagnosis, 
measurement of deviations, and the sur- 
gical and nonsurgical correction of these 
deviations will be presented. 


T-4 & 5—Congenital Anomalies 


Rudolf Aebli, M.D. 
New York 


The subject matter will cover the more 
usual congenital anomalies such as re- 
traction syndrome and its variations, 
strabismus fixus, Marcus Gunn jaw-wink- 
ing syndrome, paralyses of both eleva- 
tors of one eye with true ptosis and 
pseudoptosis, and also congenital indi- 
vidual muscle anomalies. Differential 
diagnosis and treatment, if any, will be 
discussed. 


W-4—Tests 


Paul T. McAlpine, M.D. 
Summit, N. J. 


Tests in common use will be briefly 
described and the relative merits dis- 
cussed. Emphasis will be placed on the 
screen cover test and its modifications. 
A practical routine muscle test will be 
outlined, and the technique of the vari- 
ous procedures will be described in de- 
tail. 


W-5—Surgical Techniques in the Man- 
agement of Motor Anomalies 


William B. Clark, M.D. 
New Orleans 


The anatomy of the extraocular mus- 
cles with their fascial attachments will 
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be briefly discussed. Techniques of the 
various operations on the extraocular 
muscles will be presented in detail. 


Th-4 & 5—Surgery of the Extraocular 
Muscles 


Harold W. Brown, M.D. 
Rudolf Aebli, M.D. 


The indications and contraindications 
for surgical correction of heterophoria 
and heterotropia will be discussed. Spe- 
cial emphasis will be placed on the meth- 
ods used in selecting the proper muscle 
or muscles for operation and the amount 
of correction that can be expected from 
the different types of surgical procedures. 


COURSE 11 
Periods T-5, T-6 


VICTOR A. BYRNES, M.D. 
St. Petersburg, Fla. 


Ophthalmic Filters 


Room 715 


A two-period course—$4.00 


In prescribing sunglasses or tinted 
lenses the following factors should be 
considered: 


a. In what kind of light will these filters 
be used? 


b. What effects do these light wave- 
lengths have on the eye if unfiltered? 


c. What effects do the various filters 
have on the light distribution? 


d. What is the effect on vision of the 
changes in the light reaching the 
eye? 


These factors will be discussed. Other 
topics for discussion will include sun- 
glasses of different shades and the ad- 
vantages and disadvantages of each: 
tinted lenses for constant wear: types of 
tinted lenses advocated for night driving 
and their defects; tinted windshields and 
their transmission curves, uses and dis- 
advantages; reflecting filters and their 
uses; relative merits of glass and plas- 
tic lenses; use of sunglasses with correc- 
tions for refractive errors; strength of 
corrections which can be ground in large- 
size sunglass lenses; polarizing lenses: 
shooting glasses; defects of clip-on 
lenses; filters for possible use in preven- 
tion of intraocular damage by atomic 
flash and other high intensity radiation. 


OPHTHALMOLOGY — CONTINUOUS 


COURSE 12 


Periods M-5, M-6, T-5 
T-6, W-5, W-6, Th-5, Th-6 


Room 752 


ALSTON CALLAHAN, M.D., et al 
Ophthalmic Plastic Surgery: Advanced 


An eight-period course—$16.00 


This course is designed for those who 
are well acquainted with the fundamen- 
tals of ophthalmic plastic surgery, and 
who have had some experience in this 
field. It is recommeded that the Funda- 
mental Course be taken as a prerequisite. 
(See Hughes et al, Course 21.) 


M-5—Conjunctival Surgery 
Alston Callahan, M.D. 
Birmingham, Ala. 


Methods for combating recurrent 
pterygiums. Repair of socket deformities, 
reconstruction of lower fornix, recon- 
struction of entire socket. Conjunctival 
grafts necessary in repair after burns, 
symblepharon, trachoma. 


M-6—Congenital Abnormalities and Can- 
thoplasty 
Edmund B. Spaeth, M.D. 
Philadelphia 


This discussion will include such con- 
genital anomalies as coloboma of the 
lid, epicanthus, blepharophimosis, con- 
genital entropion and epiblepharon. Sur- 
gery of the canthus after injury and dis- 
ease, in early and late repair will be il- 
lustrated. 


T-5—Ptosis 
Charles Iliff, M.D. 
Baltimore 


Correction of ptosis by the techniques 
of Berke, Johnson, Crawford, and 
Schimek will be outlined. Basic concepts 
will be presented. The methods best for 
various types of cases will be discussed. 


T-6—Repair of Ectropion 
Merrill J. Reeh, M.D. 
Portland, Ore. 


The senile, paralytic, spastic and cica- 
tricial types of ectropion will be con- 
sidered. The indications for surgical re- 
pair, techniques, postoperative care, and 
end results will be demonstrated with 
kodachrome slides and drawings. 
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W-5—Repair of Lacrimal Abnormalities 


Crowell Beard, M.D. 
San Jose, Calif. 


Malfunctions of the lacrimal gland, 
puncta, canaliculi, sac and nasolacrimal 
duct will be considered. The best method 
of restitution of the function of these 
structures will be described. 


W-6—Reconstruction of the Lid 
Alston Callahan, M.D. 


An outline for the best procedure for 
reconstruction of various portions of 
each lid will be presented. Drawings will 
be used to illustrate how reconstruction 
can be best accomplished. Cases of loss 
of the lower lid, of the upper lid, and of 
both lids will be shown to illustrate the 
techniques available. A new method of 
applying a free skin graft to a newly re- 
constructed posterior lamina of conjunc- 
tiva and muscle will be shown. 


Th-5—Repair of Fractures of the Orbit 


Byron Smith, M.D. 
New York 


The mechanism of fractures of the or- 
bit will be correlated with the signs and 
symptoms diagnostic of the condition 


An outline of the advocated procedures 
will be discussed in detail. Reduction of 
early fractures will be demonstrated by 
a motion picture. The sequence and tech- 
nique of late fracture treatment will be 
outlined. The technique of exploratory 
and therapeutic lateral orbitotomy will 
be included in the presentation. 


Th-6—Panel for Discussions, Problem 
Cases, and Questions from Those Taking 
the Course 


Although the instructors enjoy being 
buttonholed by various Academy mem- 
bers in corridors for discussion of cases 
from back home, we prefer to give these 
questions and problems. consideration 
during this period. Projectors will be 
available for slides and photographs. 
Subscribers may bring their problems for 
consideration and discussion of those 
present. 


INSTRUCTION SECTION 


COURSE 13 


Room 721 Periods M-6, T-6, W-6 


GRAHAM CLARK, M.D. 
New York 


Retinal Detachment 
A three-period course—$6.00 
The following outline will be utilized: 


I. Types of retinal detachment and 
their holes: causative mechanisms, 
surgical approach, and prognostic 
significance 


Il. Treatment of the simple detach- 
ment, with emphasis on the elec- 
trical principles involved in the use 
of diathermy 


Ill. Treatment of complicated detach- 
ments, with discussion of the vari- 
ous procedures for shortening the 
sclera 


COURSE 14 


Periods T-4, T-65, 
W-4, W-5, Th-4, Th-5 


ELIZABETH F. CONSTANTINE, M.D. 


New York 
PHILIP G. SPAETH, M.D. 
Philadelphia 
ARTHUR LINKSZ, M.D. 
and 


PHILIP SALVATORI 


BY INVITATION 


New York 
Contact Lenses 


A six-period course—$12.00 


This course will cover the indications 
for and the use of corneal lenses and of 
the various types of scleral lenses, for 
both cosmetic and medical purposes. It 
will consist of discussions, demonstra- 
tion of the contact lenses in use, a dem- 
onstration of the molding technique, and 
a motion picture showing the manufac- 
ture of lenses. Discussions will be ampli- 
fied by question and answer periods. 
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COURSE 15 
Room 782 Periods M-4, M-5, T-4, T-5 


COURSE 16 
Room 782 Periods W-4, W-5, Th-4, Th-5 


JACK C. COPELAND 
Chicago 


Streak Retinoscopy 
A four-period course—$8.00 


This four-hour course is being present- 
ed twice, as Course 15 on Monday and 
Tuesday and as Course 16 on Wednesday 
and Thursday. Please select course num- 
ber according to days on which you wish 
to attend. 


The following outline describes the 
steps of the demonstration: 


1. Determining the neutral point 
2. Revealing low astigmatic errors 


3. Locating the zone of the astigmatic 
band 


4. Determining the power of the cylin- 
der 


Estimating the type and degree of 
error without lenses 


6. Refining axis position by “Guide An- 
gle’ technique 


7. Plus cylinder procedure 


COURSE 17 
Room 731 Periods M-4, M-5, M-6 


FRANK D. COSTENBADER, M.D. 
Washington, D. C. 


CHARLES F. COOPER, JR., M.D. 
and 
ALTHEA J. TIBBS 


BY INVITATION 


Atlanta 


Orthoptics for the Practicing 
Ophthalmologist 


three-period course—$6.00 


This course will be directed to the 
ophthalmologist who does not have an 


orthoptist. There will be a classification 
of heterotropia and heterophoria, and de- 
tailed discussion of techniques for han- 
dling and treating the patient according 
to age level. Various tests for diagnosis 
of oculomotor anomalies and factors in- 
fluencing the decision on the type of op- 
eration to be performed. 


Orthoptic diagnosis and treatment of 
exotropia, intermittent exophoria, accom- 
odative esotropia, abnormal retinal cor- 
respondence, blind spot syndrome, eso- 
tropia, suppression, poor absolute and 
poor relative vergences, will be demon- 
strated. All techniques described can be 
easily carried out by the doctor ip the 
office and by the patient at home. A”*short 
motion picture will be shown demon- 
strating various tests. 


COURSE 18 
Room 786 Periods T-4, T-5 


GERALD E. FONDA, M.D. 
Short Hills, N. J. 
and 


LOUISE SLOAN, Ph.D. 
Baltimore 
BY INVITATION 


Subnormal Vision: 
Technique for Examination 


A two-period course—$4.00 


The technique for subnormal vision ex- 
amination, with emphasis upon the im- 
portance of history taking, nonoptical 
methods of correction, and the sequence 
of examination procedures, including the 
trial of different types of lenses, will be 
considered. 


Correction of 80 per cent of patients 
with subnormal vision can be accom- 
plished from the trial case by extension 
of the routine eye examination. The types 
of lenses used are conventional lenses, 
strong reading additions for monocular 
and binocular use, doublet magnifiers, 
microscopic bifocals, and_ telescopic 
lenses. Bifocals with reading additions 
up to +-32.00 diopters are successful. 


Various lenses will be demonstrated, 
and indications for their use will be ex- 
plained. Types of pathologic ocular con- 
ditions, favorable and unfavorable for 
correction, will be classified. 
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Method of testing visual acuity at 40 
em. for determining diopter power re- 
quired for variable degrees of visual de- 
fect will be explained. 


COURSE 19 
778 Periods T-4, T-5 


HELEN GIBBONS 


FLORENCE CUNNINGHAM, R.N. 
New York 
BY INVITATION 


Room 


Educational Management 
of Partially Seeing Children 


$4.00 


This course is designed to bring to 
the ophthalmologist basic information 
regarding educational planning for par- 
tially seeing children. The course will in- 
clude discussion of the identification of 
partially seeing children through follow- 
up of vision screening; the three types 
of educational programs now in effect; 
and the material and equipment suited 
to the needs of these children. A motion 
picture which depicts integration of the 
partially seeing child into the regular 
school program will be shown and dis- 
cussed. 


A two-period course 


COURSE 20 


Periods W-5, W-6 
Th-4, Th-5 


GLEN G. GIBSON, M.D., et al 
Surgery of Heterotropia 
A four-period course—$8.00 


Adequate diagnosis of heterotropia 
consists of determination of the cause 
and the type of deviation, as well as the 
state of the sensory and motor corre- 
spondence. An adequate diagnosis is es- 
sential to appropriate planning of the 
surgical management of the _  hetero- 
tropias. This entails an evaluation of the 
events which preceded and followed the 
deviation. The objective of this contin- 
uous course is to correlate classification, 
clinical course, operative technique, and 
surgical judgment in planning for a 
functional or cosmetic result. 


Room 734 


The first hour will be devoted to con- 
structive criticism of current classifica- 
tion, and a correlation of clinical course 


INSTRUCTION SECTION 


and surgical objectives. During the sec- 
ond hour some of the present fallacies 
and pitfalls in operative technique, will 
be demonstrated. A base line for sound 
operative procedure will be discussed. 
Principles of the operative management 
of congenital and paretic deviations will 
be presented in the third hour. The 
fourth period will be devoted to indica- 
tions and contraindications for surgical 
planning for functional and cosmetic end 
results. 


W-5—Surgical Implications of Classifica- 
tion 
Edwin C. Tair, M.D. 
Philadelphia 


W-6—Surgical Technique 
Lewis R. Wolf, M.D. 
Philadelphia 


Th-4—Selection of Operative Procedure 
in Paretic Heterotropia 
Robison D. Harley, M.D. 
Philadelphia 


Th-5—Planning the Time, Type, 
Amount of Surgical Correction 
Glen G. Gibson, M.D. 
Philadelphia 


COURSE 21 


Periods M-4, M-5, T-4, 
T-5, W-4, W-5, Th-4, Th-5 


WENDELL L. HUGHES, M.D., et al 


Ophthalmic Plastic Surgery: 
Fundamental 


Room 736 


An eight-period course—$16.00 


This course is planned in conjunction 
with the advanced course in Ophthalmic 
Plastic Surgery (Course 12) and is de- 
signed primarily for those interested in 
plastic and reparative procedures in the 
region of the eye but whose experience 
and training have been limited. 


M-4 & 5—Basic Principles 
Wendell L. Hughes, M.D. 
Hempstead, N. Y. 


These two hours will be devoted to 
basic surgical principles, choice of tis- 
sues, anesthesia, preoperative and post- 
operative care, instruments, dressings, 


types of grafts and flaps, types of inser- 
tions. 
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T-4—Burns and Lacerations of the Con- 
junctiva and Lids 


Sidney A. Fox, M.D. 
New York 


The results of chemical and physical 
burns of the conjunctiva and lids will 
be discussed and their treatment con- 
sidered. Procedures for the repair of the 
various types of lid lacerations will be 
outlined. 


T-5—Conjunctival Surgery 


Deane C. Hartman, M.D. 
Los Angeles 


Preparation of conjunctival flaps and 
buccal mucous membrane grafts. Sur- 
gical treatment for pterygium and be- 
nign conjunctival tumors. Symblepharon 
repair and partial socket reconstruction. 


W-4—Entropion and Trichiasis 


Joseph C. Hill, M.D. 
Toronto, Ont., Canada 


The methods of determining the im- 
portant factors in the examination of 
entropion and trichiasis will be discussed. 
The surgical management of various 
types and degrees of entropion, trichiasis 
and distichiasis will be covered in detail 
using colored slides and motion pictures. 


W-5—Ptosis, Blepharochalasis and Bag- 
gy Lids 


M. Noel Stow, M.D. 
Washington, D. C. 


The various types of blepharoptosis 
and the important points for surgical 
corrections will be discussed. Emphasis 
will be placed on the complications and 
how to avoid them. Senile laxity of the 
tissues and skin of the upper and lower 
lid, with its symptoms and corrective 
measures, will be presented. 


Slides and a motion picture will be 
used for demonstration. 


Th-4—Lacrimal Apparatus 


J. Gordon Cole, M.D. 
New York 


Abnormalities of the lacrimal system, 
such as oversecretion, undersecretion, 
impaired or blocked lacrimal drainage, 
will be discussed. 


OPHTHALMOLOGY — CONTINUOUS 


Th-5—Panel Discussion 


During this period the instructors will 
clarify or augment remarks made in 
their lectures. Those men taking the 
course may bring up questions for dis- 
cussion. They may also bring pictures of 
cases which they wish discussed. 


Those planning to take the course may 
write any member of the panel in ad- 
vance to request discussion of certain 
subjects in this field. 


COURSE 22 
Room 732 Periods W-4, W-5, W-6 
CHARLES E. ILIFF, M.D. 
Baltimore 
CARL CORDES JOHNSON, M.D. 
Boston 


JACK 8S. CRAWFORD, M.D. 
Toronto, Ont., Canada 


ROBERT SCHIMEK, M.D. 
New Orleans 


Ptosis 
A three-period course— $6.00 
1. Anatomy of the lids 


bo 


Types of ptosis 


3. Operative correction: levator sur- 
gery: frontalis surgery; superior rec- 
tus surgery 


4. Complications 


COURSE 23 


731 Periods W-4, W-5 


FRITZ JARDON 
Detroit 


BY INVITATION 


Room 


HUGH LAUBHEIMER 
Ft. Lauderdale, Fla. 
BY INVITATION 
Fitting Ocular Prostheses 
A two-period course—$4.00 


This course will cover all aspects of 
techniques for fitting prostheses in enu- 
cleations, eviscerations and Burch evis- 
cerations. Doctors are invited to bring 
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their problem cases for practical demon- 
strations. This should be of special inter- 
est to those doctors in the field who do 
their own fitting. 


An extended question and answer 
period will follow. 


COURSE 24 


Periods M-4, M-5, M-6, 
T-4, T-5, T-6, W-4, W-5, W-6 


WILLIS S. KNIGHTON, M.D., et al 
Practical Essentials of Glaucoma 
A nine-period course—$18.00 


Room 710 


A practical course in glaucoma de- 
signed to familiarize the student with 
present-day thinking regarding classifica- 
tion, diagnosis and treatment. The prac- 
tical application of modern concepts and 
methods of examination and treatment 
will be emphasized. 


M-4—Introduction 
Willis S. Knighton, M.D. 
New York 


M-5—Chronic Simple Glaucoma 
Joseph S. Haas, M.D. 
Chicago 


M-6—Narrow Angle Glaucoma 
P. Robb McDonald, M.D. 
Philadelphia 


T-4 


opy 
Robert N. Shaffer, M.D. 
San Francisco 


T-5—Tonography 
Andrew de Roetth, Jr., M.D. 
New York 


T-6—Medical Therapy 
Irving H. Leopold, M.D. 
Philadelphia 


W-4—Secondary Glaucoma 
Earle H. McBain, M.D. 
San Rafael, Calif. 


W-5—Surgery 
John M. McLean, M.D. 
New York 


W-6—Congenital Glaucoma 
A. Edward Maumenee, M.D. 
Baltimore 


INSTRUCTION SECTION 


COURSE 25 
Periods Th-4, Th-5, Th-6 


PLACIDUS J. LEINFELDER, M.D. 
Iowa City 


GEORGE BOUNDS, M.D. 
Nashville 


THOMAS P. KEARNS, M.D. 
Rochester, Minn. 


Room 777 


Diagnostic Aids in Neuro-ophthalmology 


A three-period course—$6.00 


A consideration of the various neuro- 
logic and ophthalmologic techniques that 
are available to facilitate neuro-ophthal- 
mic diagnosis. This will include a critical 
analysis of the use of perimetry, visual 
acuity, ocular rotations, pupillary stud- 
ies, and ophthalmoscopy, and utilization 
of the neurologist and neurosurgeon in 
performing cerebrospinal fluid examina- 
tion, ventriculography, pneumoenceph- 
alography and roentgenography with an- 
giography. A discussion of the clinical 
application of these examinations to the 
neuro-ophthalmic syndromes will con- 
clude the course. 


COURSE 26 


Room 706 Periods M-4, M-5, M-6 


ALBERT N. LEMOINE, JR., M.D. 
JAMES T. ROBISON, M.D. 


LARRY L. CALKINS, M.D. 
Kansas City, Mo. 


Fundus Lesions: Differential Diagnosis 


A three-period course—$6.00 


Kodachrome fundus photographs will 
be presented with discussion of the sig- 
nificant points in the differential diagno- 
sis of the various types of fundus disease. 
Photomicrographs demonstrating the 
pathologic processes that produce the 
fundus picture will be shown. The cor- 
relation between the anatomic changes 
and fundus appearance will be discussed 
in detail. 


COURSE 27 
Periods M-4, M-5 
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ARTHUR LINKSZ, M.D. 
New York 


Physiology of Vision 
A two-period course—$4.00 


Some problems of clinical visual phys- 
iology will be discussed informally, with 
demonstrations. Questions by the audi- 
ence will be encouraged. Suggested 
topics include tests for color vision in 
the office; office tests for binocular vision 
and space perception; office tests for ocu- 
lar motility and their physiologic bases; 
elementary clinical geometric optics 
(choice of bifocals, use of prisms, base 
curves, size lenses); principles of quan- 
titative perimetry and scotometry (with 
special reference to the Goldmann perim- 
eter); dark adaptation. As many of these 
topics as possible, or even entirely differ- 
ent topics, could be discussed, depending 
on the wishes of the audience. 


COURSE 28 
722 Periods M-4, M-5 


RALPH L. LLOYD, M.D. 
Brooklyn 


Room 


Diseases of the Cornea 
A two-period course—$4.00 


The slit lamp has had almost as im- 
portant an effect upon our knowledge 
and treatment of the cornea and its dis- 
eases as the ophthalmoscope did in the 
hands of Graefe and his colleagues. This 
period will be devoted to study of cor- 
neal injuries and diseases, special atten- 
tion being given to early diagnosis and 
treatment of the insensitive corneas oc- 
curring in Fuch’s dystrophy and den- 
dritic keratitis. The effects of hereditary 
dystrophies have been considered irrep- 
arable, but recent experience with cor- 
neal transplants has made reconsidera- 
tion of established practices imperative. 


COURSE 29 
Rooms 788 & 789 Periods M-4, M-5 
M-6, T-4, T-5, T-6 
W-4, W-5, W-6 
ROBERT J. MASTERS, M.D. 
Indianapolis 


HARVEY E. THORPE, M.D. 
Pittsburgh 


ALEXANDER A. KRIEGER, M.D. 
Pittsburgh 


JOHN MELVIN MASTERS, M.D. 
Indianapolis 


SAMUEL N. KEY, M.D. 
Austin, Texas 


FRED M. WILSON, M.D. 
Indianapolis 


THEODORE R. LeMASTER, M.D. 
Indianapolis 


CHARLES REEL, M.D. 
Pittsburgh 


Slit Lamp Biomicroscopy: 
Fundamentals 


A nine-period course—$18.00 


This course is especially planned for 
ophthalmologists who have not had the 
opportunity to learn how to use the slit 
lamp biomicroscope. The illustrated lec- 
tures have been shortened as much as 
seems commensurate with adequate ele- 
mentary didactic instruction, in order to 
provide ample time for actual work with 
several types of biomicroscopes in the 
laboratory. If any registrant is especially 
interested in learning to use a particular 
kind of biomicroscope, he will be given 
this opportunity with the help of our 
instructors. During the many years since 
our group first began to present our 
Academy course in biomicroscopy, we 
have sometimes been disturbed by the 
thought that some of our inexperienced 
registrants were failing to learn as much 
as we wanted them to, because they were 
embarrassed in the presence of other 
class members who were more experi- 
enced. We have therefore set up this ele- 
mentary course for those who want to 
start at the beginning and to enjoy the 
satisfaction of rapidly learning to use 
this indispensable instrument. 


COURSE 30 
Room 705 Periods M-4, M-5, T-4, T-5 


JOHN M. McLEAN, M.D. 
New York 
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JACK GUYTON, M.D. 
Detroit 


A. EDWARD MAUMENEE, M.D. 
Baltimore 


Practical Factors in Eye Surgery 


A four-period course—$8.00 


Each of the instructors will speak for 
one hour on practical points in surgery 
which he has found useful in his own 
hands and in teaching residents. They 
will also present lantern slides and mo- 
tion pictures. While one instructor is 
speaking, the others will be present to 
give running comments on the speaker’s 
ideas. The remaining time will be de- 
voted to summary and consideration of 
points brought up by the class for spe- 
cific discussion. 


COURSE 31 
Periods M-4, M-5, M-6 


CARROLL R. MULLEN, M.D. 
and 
SAMUEL BLANK, M.D. 


BY INVITATION 
CHARLES G. STEINMETZ, Ill, M.D. 


GERARD M. SHANNON, M.D. 
Philadelphia 


Ocular Emergencies 
$6.00 


Anesthesia and its allied problems re- 
garding injuries to the lids, globe and 
other emergency conditions of the eye 
will be presented. Indications and con- 
traindications to local or general anes- 
thesia will be discussed from the stand- 
point of the risks encountered, not only 
generally but also in specific ophthalmic 
emergencies. The emergencies will in- 
clude trauma, foreign bodies, acute glau- 
coma, corneal transplant surgery on 
emergency basis, and the management of 
patients having associated cerebral in- 
jury. Preparation and preliminary medi- 
cation for local and general anesthesia 
will be given as well as specific instruc- 
tion for management of patients on ster- 
oid therapy, cardiacs and diabetics. Tran- 
quilization and aids for local anesthesia 
and a resume of hypotensive anesthesia 
in ophthalmology will be outlined. Choice 
of anesthetic in children as well as in 
adults with postanesthetic management 
will be discussed. 


Room 712 


A three-period course 


Diagnosis and treatment of penetrat- 
ing intraocular wounds will be consid- 
ered. Localization and extraction of in- 
traocular foreign bodies will be dealt 
with in detail. Complications of trauma 
will be explained and treatment will be 
enumerated. Industrial emergencies and 
irradiational problems will be outlined 
and discussed. 


The care of injuries of the eyelids in- 
cluding marginal lacerations will be pre- 
sented. Two methods of repair in order 
to avoid a notched scar will be covered 
in detail. First, the figure eight suture 
(being the most simple and most rapid 
method) and second, a modification of 
the Wheeler halving procedure will be 
discussed. Use of temporary and perma- 
nent tarsorrhaphy with emphasis on 
pressure dressings will be given with di- 
agrams and demonstration. Lacerations 
involving the canaliculi will also be pre- 
sented and methods used being depend- 
ent upon the location of the break in the 
canaliculus. A discussion of the early 
treatment of orbital fractures will be 
presented. Fractures will be divided into 
those involving the orbital rim and the 
so-called ‘“‘blow-out fracture’ in which 
the orbital rim is intact. Finally, repair 
of lid injuries where tissue loss has re- 
sulted will be presented briefly and will 
include the emergency measures neces- 
sary to preserve the globe. 


COURSE 32 


Periods W-5, W-6, 
Th-4, Th-5 


Room 716 


MARSHALL M. PARKS, M.D. 
DAN G. ALBERT, M.D. 
Washington, D. C. 


Eso-Deviations 
A fowur-period course—$8.00 


The two principal causes of nonpara- 
lytic esophoria and esotropia are (1) ac- 
commodative convergence and (2) ton- 
ic convergence. The objective of this 
course is to develop a method by which 
each of these causative factors can be 
recognized and treated. Illustrative cases 
of various types of such deviations will 
be used in order to make the material 
presented as practical as possible for the 
practicing ophthalmologist. 
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OPHTHALMOLOGY — CONTINUOUS 


The following topics will be discussed: 


1. Horizontal vergences 


a. Accommodative convergence 
b. Tonic convergence 

c. Fusional convergence 

d. Fusional divergence 


2. Diagnosis and treatment of accom- 
modative esotropia 


3. Diagnosis and treatment of nonac- 
commodative esotropia 


4. The special problem of small angle 
esotropia 


COURSE 33 


Periods M-4, M-5, 
T-4, T-5, W-4, W-5 


L. HARRELL PIERCE, M.D. 
Baltimore 


ICHIRO D. OKAMURA, M.D. 
Boston 


EDWARD W. D. NORTON, M.D. 
Miami 


Room 796 


Retinal Detachment: 
Basic Course 


A nd ce mrse—$l 2.00 


Symptoms of retinal detachment and 
methods of treatment will be discussed, 
with special emphasis on slit lamp ex- 
amination of the deep vitreous, indirect 
ophthalmoscopy, and _ scleral pressure. 
These methods should help to resolve 
difficulties in making accurate diagnoses 
and prognoses. Problems related to sub- 
clinical retinal detachment will be cev- 
ered. The rationale and technique of ret- 
inopexy, of lamellar scleral resection and 
of scleral buckling will be compared. A 
discussion of technical difficulties will 
follow with special emphasis on reopera- 
tions. Complications encountered and re- 
sults obtained will be presented. 


COURSE 34 
Periods M-4, M-5, 
T-4, T-5 


DOHRMANN K. PISCHEL, M.D. 
San Francisco 


JOSEPH A. C. WADSWORTH, M.D. 
New York 


Room 732 
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BAYARD H. COLYEAR, JR., M.D. 
San Francisco 


Retinal Detachment 
A four-period course—$8.00 


The pathologic anatomy of retinal de- 
tachment will be presented and the rela- 
tion of these factors to the clinical de- 
velopment of the disease will be shown. 
Aids in diagnosis and differential diag- 
nosis will be described. Surgical proce- 
dures, including diathermy and the vari- 
ous types of scleral resections, will be 
discussed. 


COURSE 35 
731 Periods T-4, T-5 


ADOLPH POSNER, M.D. 


GEORGE GORIN, M.D. 
New York 


Office Gonioscopy 


Room 


A two-period course—$4.00 


The course is intended as a practical 
introduction to the routine use of gonios- 
copy. The first period will be devoted to 
a gonioscopic description of the normal 
angle and to a survey of those pathologic 
conditions in which gonioscopy is of val- 
ue. A simple gonioscopic classification of 
glaucoma, illustrated with lantern slides, 
will be presented. 


During the second period the tech- 
nique and equipment will be discussed 
and ample time will be allowed for a 
free discussion of problems connected 
with gonioscopy. 


COURSE 36 
Periods W-5, W-6 


LELAND H. PREWITT, M.D. 
Ottumwa, Iowa 


Room 778 


Diagnosis and Treatment of Ocular 
Allergy 


A two-period course—$4.00 


1. Enzymatic concept of allergy utilized 
in diagnosis and therapy. 


2. Careful detailed allergic history 
should be taken from infancy to pres- 
ent illness. 
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Skin tests and cytology will be dem- 
onstrated. 


Treatment consists of an elimination 
program and desensitization. 


Dosage is established by (a) titration 
method, and (b) severity of patient’s 
symptoms. 


- Running history is most important: 
re-evaluate the elimination program, 
psychotherapy and dosage. Each case 
must be properly evaluated continu- 
ously as modern day therapy may ag- 
gravate rather than resolve your 
problem. 


Colored slides will illustrate cases of 
extraocular and intraocular allergy. 


COURSE 37 
Room 726 Periods M-4, M-5 


R. WINSTON ROBERTS, M.D. 
Winston-Salem, N. C. 


Glaucoma: Early Diagnosis 
A two-period course—$4.00 


Success in treating glaucoma has 
proved to be much greater when therapy 
is begun early in the course of the dis- 
ease. Screening techniques for early de- 
tection of glaucoma cases will be de- 
scribed. Detailed study of suspected 
cases will be discussed, including the use 
of modern techniques of tonometry, 
visual field testing, and especially tonog- 
raphy, provocative testing with tonog- 
raphy, and gonioscopic technique and 
interpretation. Findings used in a diag- 
nosis and proper classification of very 
early glaucoma will be reviewed. 


COURSE 38 
Room 724 Periods W-4, W-5 


DANIEL M. ROLETT, M.D. 
White Plains, N. Y. 


Gonioscopy: Practical Application 


A two-period course—$4.00 


This course is designed for ophthal- 
mologists familiar with gonioscopy. The 
use of gonioscopy will be described, first 
in the diagnosis of primary and second- 
ary glaucomas; second, in the choice of 


medical and surgical therapy; third, in 
the evaluation of surgical results. Par- 
ticular emphasis will be given to the use 
of gonioscopy in the operating room. 


COURSE 389 


Room 743 Periods M-4, M-5, T-4, T-5 


HUNTER H. ROMAINE, M.D. 
New York 


Ocular Motility Surgery 
A four-period course—$8.00 


Surgery of the ocular motor system 
will be considered from several aspects: 


1. The relationship of the preoperative 
diagnosis and of the preoperative 
care to the surgical procedure to be 
undertaken 


Types of surgical procedures, tech- 
niques used in these procedures, and 
instruments and suture material used 
in these procedures 


The horizontal surgical procedures 
and their relation to existing condi- 
tions and to purely vertical muscular 
anomalies, as well as to combinations 
of these groups 


The complications that occur, the 
handling of these complications, and 
ways and means to obviate compli- 
cations 


The course will be illustrated by vari- 
ous motion pictures of surgical proce- 
dures. 


COURSE 40 
Room 740 Periods M-6, T-6, W-6 


HUNTER H. ROMAINE, M.D. 
New York 


Difficult Problems in Refraction and 
Their Treatment 


A three-period course—$6.00 


A general review of the important 
problems related to refraction, including 
a review of the major refractive classifi- 
cations, will be undertaken at the outset 
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of this course. Following this, a thorough 
study of the unusual problems encoun- 
tered in diseases such as aphakia, aniso- 
metropia, and amblyopia will be present- 
ed. The refractive sensitivity of an indi- 
vidual and its bearing on the correction 
prescribed, the methods used in pris- 
matic correction in lenses, and the use 
of specialized lenses will be discussed. 
The significance of dominance and its re- 
lation to refraction will also be included 
in the lecture. The course is intended to 
be a general review of problems in re- 
fraction, including special attention to 
unusual problems. 


COURSE 41 
Room 733 Periods W-5, W-6 


A. D. Ruedemann, Jr., M.D. 
Detroit 


and 


WERNER K. NOELL, M.D. 
Buffalo 


BY INVITATION 


Clinical Electroretinography : 
Theory and Techniques 


A two-period course—$4.00 


This course will consist of a discus- 
sion of the theoretical evaluation of the 
electroretinogram and its application to 
experimental and human _ techniques. 
Consideration will be given to methods 
used and clinical results obtained in a 
series of cases using a simplified protocol. 
Slides and demonstrations of techniques 
will be shown. 


COURSE 42 


Room 796 Periods Th-4, Th-5, Th-6 


CHARLES L. SCHEPENS, M.D. 
Boston 


Recent Advances in Retinal Detachment 
A three-period course—$6.00 


The newer concepts in pathogenesis 
of retinal detachment will be outlined. 
This will be followed by a discussion of 
the rationale of different approaches to 
surgery of retinal detachment. Recently 
developed surgical techniques will be de- 
scribed, and results presented. 


COURSE 43 
Room 732 Periods Th-4, Th-5 


ROBERT A. SCHIMEK, M.D. 
New Orleans 
FRANKLYN P. BOUSQUET, M.D. 
Savannah, Ga. 


Clinical Gonioscopy and Tonography 
A two-period course—$4.00 


I. Gonioscopy 


Gonioscopy will be demonstrated on 
human subjects, with emphasis on its 
practical applications. Members of the 
group will be given the opportunity to 
perform gonioscopy by each of the avail- 
able gonioscopic techniques: with the 
various gonioprisms at the slit lamp, 
with the goniolens and the stereogonio- 
scope, and with surgical gonioscopic 
methods. Members of the group will be 
assisted in using the gonioscope to ob- 
serve the normal angle structures and 
their variations in human _ subjects. 
Stereoscopic viewers will be used to show 
landmarks of normal and abnormal 
angles as they actually appear during 
gonioscopy. 


Il. Tonography 


The theory of tonography will be pre- 
sented in simplified form, again with 
emphasis on its practical applications. 
Tonography will be demonstrated. Val- 
ues, limitations and sources of error in 
tonography and its importance in office 
care of glaucoma patients will be dis- 
cussed. 


The correlation of gonioscopic and 
tonographic findings in determining di- 
agnosis, treatment and prognosis will be 
stressed. 


COURSE 44 


Room 724 Periods Th-4, Th-5 


THEODORE F. SCHLAEGEL, JR., M.D. 
Indianapolis 
LOUIS N. HUNGERFORD, JR., M.D. 
Seattle 


Uveitis 


A two-period course—$4.00 


Since uveitis should be classified as 
granulomatous or nongranulomatous as 
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the first step in the process of diagnosis 
and therapy, this division will be fol- 
lowed in our discussion. The methods of 
making this classification and of making 
an etiologic diagnosis based on clinical 
and laboratory features and the essen- 
tials of treatment will be detailed. 


ALBERT E. SLOANE, M.D. 
Boston 


BERNARD C. GETTES, M.D. 
Philadelphia 


Refraction 


The following three courses dealing 
with Refraction, Course 45, Course 46, 
and Course 47, will be under the direc- 
tion of Albert E. Sloane, M.D. They may 
be purchased jointly or separately as 
your schedule permits. 


COURSE 45 


Room 727 Periods M-4, M-5 


School Vision Testing: Program, 
Problems and Methods 


Albert E. Sloane, M.D. 
A two-period course—$4.00 


This course will provide the ophthal- 
mologist with background for this im- 
portant phase of public health work. In 
recent years increasing emphasis is be- 
ing placed on such programs throughout 
the country, and the eye doctor is more 
often asked to act either in an advisory 
capacity or in the actual setting up of 
such procedures. Various methods of 
testing will be demonstrated and their 
present relative merits discussed. Other 
important problems involved in such pro- 
grams will be discussed. 


COURSE 46 


Periods T-4, T-5 


Telescopic Lenses and Other Aids for 
Subnormal Vision 


Albert E. Sloane, M.D. 


Room 727 


A two-period course—$4.00 


In this course the ophthalmologist will 
be given an appreciation of the value and 
limitations of telescopic lenses and sim- 
ple methods of testing their usefulness. 
Techniques for utilizing the various types 
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of lenses now available will be demon- 
strated. Many other aids for increasing 
the size of the retinal image are avail- 
able, easily fitted, and quite inexpensive. 
These will also be presented with rela- 
tion to their clinical application. 


COURSE 47 
Periods W-4, W-5 
Bernard C. Gettes, M.D. 


Room 727 


A two-period course—$4.00 


A. Criteria for Prescription of Prisms 
in Ophthalmic Practice 


A working formula for guidance in 
prescribing prisms will be presented. The 
standard textbook can only generalize 
regarding this phase of treatment, since 
all cases must be considered individually. 
Nevertheless, some system of guidance is 
desirable and helpful even though sub- 
ject to error. Our classification of hetero- 
phorias will indicate in which cases 
prisms should be prescribed and how the 
strength of the prism may be determined. 


B. Drugs Used in Refraction 

The place of cycloplegia in refraction 
has always been a controversial subject. 
Its advantages and shortcomings will be 
presented with indications and contra- 
indications for its use. The relative mer- 
its of the several cycloplegics and the 
best methods for their administration 
will be considered. Miotics will be dis- 
cussed, and their effect in accommodative 
strabismus will be considered. 


COURSE 48 


Room 715 Periods M-5, M-6 


M. NOEL STOW, M.D. 
L. CONNER MOSS, M.D. 
Washington, D. C. 


Diagnostic and Therapeutic Office 
Procedures 


A two-period course—$4.00 


Pathologic conditions requiring medi- 
cal or surgical treatment which are en- 
countered in office or clinic practice will 
be discussed. They are neither rare nor 
routine, but their early detection or ef- 
fective management may present some 
difficulty. 
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During the first hour, practical study 
will be made of such problems as oph- 
thalmic pain, detection of holes in the 
retina prior to detachment (direct oph- 
thalmoscopy), herpes zoster, persistent 
twitching of the orbicularis, and daily 
use of mydriatics in cases of early cata- 
ract. 


Included in the second hour will be 
discussion of the surgical treatment of 
chalazia, xanthelasmas, hemangiomas, 
papillomas, dyskeratoses, melanomas, 
and basal cell and squamous cell car- 
cinomas. 


Kodachrome slides will be used for il- 
lustration. 


COURSE 49 


Periods M-4, M-5, M-6, 
T-4, T-5, T-6, W-4, W-5 
W-6, Th-4, Th-5, Th- 


GEORGIANA D. THEOBALD, M.D., et al. 


Room 754 


Histopathology 
A twelve-period course—$24.00 


The teaching will be by lecture, micro- 
projection and microscope. It is recom- 
mended that the student review the nor- 
mal histology of the eye before attending 
this course. 


The Cornea 


Frederick C. Blodi, M.D. 
Iowa City 


The normal histology will be reviewed. 
The anatomical! picture will be correlated 
with the slit lamp examination of the 
cornea. The problem of corneal transpar- 
ency will be discussed from an anatom- 
ical, chemical and physical point of view. 


The general pathology of the cornea 
will be discussed in the following order: 
corneal edema, vascularization, keratitis, 
wound healing, epithelial changes and 
changes in Descemet’s membrane and on 
the posterior corneal surface. 


The specific pathology will include a 
discussion of suppurative and nonsup- 
purative keratitis, senile changes, cor- 
neal degenerations, and pigmentations. 


Pathogenesis of Some Intraocular 
Surgical Complications 
Leonard Christensen, M.D. 
Portland, Ore. 


This presentation is concerned with 
the tissue alterations, pathogenesis and 
sequelae of the more common complica- 
tions in intraocular surgery. The lec- 
tures will be illustrated with photomi- 
crographs. 


Pathology of the Optic Nerve 


Windsor S. Davies, M.D. 
Detroit 


A classification of the pathologic 
changes as observed in the optic nerve 
will be presented. Various lesions will be 
demonstrated by lantern slides. A corre- 
lation will be made between clinical and 
pathologic findings. 


Tumors of the Orbit 


Arnold W. Forrest, M.D. 
White Plains, N. Y. 


There will be a discussion of the path- 
ologic characteristics of orbital tumors 
and the clinical conditions which result 
from them. The seven most common 
types, which comprise 75 per cent of pri- 
mary orbital tumors, will be studied in 
detail. Sections will be provided for mi- 
ecroscopic examination. 


The Retinopathies 


William C. Frayer, M.D. 
Philadelphia 


The discussion will deal primarily with 
the histologic changes produced in the 
choroid and retina by hypertension, dia- 
betes and arteriosclerosis. Particular em- 
phasis will be given to the underlying 
anatomic and physiologic vascular dis- 
turbances. Histologic features of the 
retinopathies will be correlated with 
their clinical appearance and will be il- 
lustrated by lantern slides and micro- 
scopic sections. 


Pathology of the Lens 


Michael J. Hogan, M.D. 
San Francisco 


The purpose of this lecture will be to 
present the normal histology of the lens 
and the etiology and pathogeny of cata- 
ractous changes. The histopathology will 
be described in detail, including changes 
in the capsule, lens epithelium, and lens 
fibers. Senile cataract in its various mani- 
festations will be discussed from a clin- 
ical and pathologic standpoint. Cataracta 
complicata of the posterior and anterior 
types will be demonstrated. Diabetic and 
metabolic cataracts will be discussed. 
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Pathology of Glaucoma 


A. Ray Irvine, Jr., M.D. 
Los Angeles 


The instruction on glaucoma will in- 
clude the pathologic changes found in 
open and in closed angle glaucoma. The 
usual causes of secondary glaucoma, 
such as occlusion of the central retinal 
vein, lens changes, and neoplasms of the 
anterior segment, will be discussed. The 
effect of increased intraocular pressure 
upon each part of the eye, such as de- 
struction of the corneal endothelium with 
subsequent bullous keratopathy and ne- 
crosis of the iris with atrophy, will be 
included. There will be illustrative pho- 
tomicrographs shown and actual slides 
of primary glaucoma will be presented. 


Tumors of the Uvea 


John S. McGavic, M.D. 
Bryn Mawr, Pa. 


All of the tumors involving the uveal 
tract will be discussed and illustrated. 
Both primary and secondary tumors will 
be included. Most of the time will be de- 
voted to benign and malignant mela- 
nomas, as they are the most common. 
Nevi, neurofibromas, hemangiomas, leio- 
myomas, xanthoendotheliomas, lympho- 
mas and various metastatic tumors will 
be presented. Microscopic sections will be 
available for study as well as for projec- 
tion. 


Tumors of the Retina 


Edith Parkhill, M.D. 
Rochester, Minn. 
BY INVITATION 


The gross and microscopic pathology 
of retinoblastoma will be presented with 
the aid of lantern slides. Factors in eti- 
ology and prognosis will be considered: 
when the cases are classified according 
to certain factors in the history and mi- 
croscopic findings, it is found that the 
survival rate in one group is almost 100 
per cent. 


Cells Found in Inflammatory Lesions 


Georgiana D. Theobald, M.D. 
Oak Park, IIl. 


Cytology, pathology and sequelae of 
ocular inflammations will be discussed. 
Granulomatous Infections of the Eye 


Lorenz Zimmerman, M.D. 
Washington, D. C. 


Among the many different causes of 
‘granulomatous inflammation’’ involving 
ocular tissues are infectious agents which 
may be demonstrated histologically with- 
in the eye. These include nematode lar- 
vae, Toxoplasma, tubercle bacilli, leprosy 
bacilli, Treponema, inclusion bodies, and 
fungi such as Blastomyces and Crypto- 
coccus. None of these are demonstrated 
with ease since a prolonged search of 
serial sections is necessary in some cases 
and special staining techniques are re- 
quired in others. 


“Granulomatous inflammation” is a 
term preferred to ‘‘granulomatous uvei- 
tis’’ since in many of these infections the 
process is neither primarily nor predomi- 
nantly uveal. Sympathetic ophthalmia is 
the only type of granulomatous inflam- 
mation that is a true uveitis. 


Nongranulomatous Infections of the Eye 
Lorenz Zimmerman, M.D. 


Eyes are seldom enucleated during 
the active phases of nongranulomatous 
uveitis. The pathologist, therefore, rare- 
ly has an opportunity to study the initial 
changes which take place in the tissues 
in nongranulomatous uveitis. By the 
time eyes are enucleated, there are usu- 
ally complicated features which tend to 
obscure the basic tissue reaction. In 
those cases in which active inflammation 
is still present, the uveal reaction in some 
cases is predominantly lymphocytic, and 
in these cases there may be conspicuous 
nodular aggregations of lymphocytes. In 
others there is a more diffuse plasma cell 
reaction and in these, one frequently ob- 
serves many Russell bodies. Because 
plasmacytosis has been correlated with 
antibody production, it is possible that 
the dense infiltration of plasma cells in- 
dicates active antibody formation in the 
affected uveal tissue. 


Nongranulomatous uveitis may involve 
primarily the anterior segment in which 
case the formation of anterior and pos- 
terior synechias, occlusion and seclusion 
of the pupil, iris bombe, secondary glau- 
coma, and complicating cataract are fre- 
quently observed sequelae by the time 
the eye comes to enucleation. In those 
cases involving the posterior segment, 
retinal degeneration and proliferation of 
the pigment epithelium are infrequently 
observed. Alterations in the vitreous are 
also seen. 
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COURSE 50 


Room 793 Periods W-4, W-5 


HARVEY E. THORPE, M.D. 
and 
SAMUEL BERMAN 


BY INVITATION 


Pittsburgh 


Intraocular Foreign Bodies 


A two-period course—$4.00 


A comprehensive survey of established 
and newly developed techniques for the 
removal of foreign bodies from the eye- 
ball will be presented. 


Magnetic and nonmagnetic intraocular 
foreign bodies create special surgical 
problems. Accurate determination of 
functional and anatomic damage is im- 
portant. Methods for evaluation of extent 
of trauma to ocular tissues and of im- 
pairment of vision will be analyzed. 


Location of foreign bodies by roent- 
genograms must be accurate for success- 
ful operation. The electroinductive lo- 
eator is a distinct help in foreign body 
localization both before and during oper- 
ation. These methods of localization will 
be elaborated in this course. 


The surgical technique for removal of 
foreign bodies must be properly planned 
from incision to closure. Techniques for 
removal of foreign bodies from the an- 
terior chamber, iris, lens, ciliary body, 
vitreous, and retina will be reviewed. 


There will be a discussion of the man- 
agement of associated complications, 
such as laceration, uveal and vitreous 
prolapse, traumatic cataract, retinal de- 
tachment and infection. A review of pre- 
operative and postoperative care will be 
included. 


COURSE 51 


Rooms 788 & 789 Periods Th-4, 


Th-5, Th-6 


HARVEY E. THORPE, M.D. 
Pittsburgh 


ROBERT J. MASTERS, M.D. 
Indianapolis 


ALEXANDER A. KRIEGER, M.D. 
Pittsburgh 


JOHN MELVIN MASTERS, M.D. 
Indianapolis 


FRED M. WILSON, M.D. 
Indianapolis 


Advances in Slit Lamp Biomicroscopy, 
and Applanation Tonometry 


A three-pertod course—$6.00 


This advanced course in recent devel- 
opments in slit lamp biomicroscopy will 
cover: 


1. Use of Hruby lens 


2. Use of flat contact lens for slit lamp 
ophthalmoscopy 


Slit lamp ophthalmoscopy and cyclos- 
copy with 4-mirror gonioprism, also 
Goldmann 3-mirror lens 


Applanation tonometry 


These illustrated lectures will be fairly 
comprehensive. They will cover the new 
techniques in cycloscopy, the study of the 
equatorial region of the crystalline lens, 
the examination of the extreme retinal 
and vitreous periphery, and the tech- 
nique of applanation tonometry. The 
study of the posterior vitreous and retina 
with the Hruby lens, with the contact 
lens, as well as with the gonioprism, and 
biomicroscope will be included in this 
course. 


The first two periods of the course will 
be devoted to illustrated lectures and 
discussion. The last period will be spent 
in the demonstration room, where the 
students will be afforded practice with 
the new instruments utilized in making 
examinations of the lens periphery and 
posterior vitreous. Slit lamp ophthal- 
moscopy of the central and peripheral 
retina, which is a recent development, 
will be stressed; it is especially valuable 
in finding vitreous bands and peripheral 
retinal tears, as well as in the differen- 
tial diagnosis of retinal pathologic 
changes. 


The technique of applanation tonom- 
etry with Professor Goldmann’s attach- 
ment to the slit lamp will be discussed 
and demonstrated. This is a new develop- 
ment in tonometry which obviates some 
errors introduced by the factor of scleral 
rigidity. 
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COURSE 52 Cc. DWIGHT TOWNES, M.D. 
Room 793 Periods M-4, M-5, M-6, Louisville, Ky. 
T-4, T-5, T-6 
Cataract Surgery: Complications 
HARVEY E. THORPE, M.D. 
Pittsburgh A two-period course—$4.00 
Iowa City e devote oa scussion of me s 


BY INVITATION 
Slit Lamp Gonioscopy 
A six-period course—$12.00 


Slit lamp gonioscopy is essentially a 
major subdivision of biomicroscopy. This 
course, intended for the advanced stu- 
dent, will cover the subject of clinical 
gonioscopy. The original methods of 
gonioscopy will be covered in outline 
form. The newer methods of slit lamp 
gonioscopy employing contact prisms and 
reflecting contact lenses yield more in- 
formation than methods not employing 
the slit lamp. They will be covered in de- 
tail. 


The following subjects will be included 
in the discussion: 


1. Angle microanatomy and 
phases of angle development 


some 


2. Gonioscopic instrumentation 


3. Correlation of the slit lamp gonio- 
scopic view with histoanatomy 


The normal angle 
Congenital anomalies 
Degenerative changes 


Inflammatory diseases 


on Ot 


Glaucoma and observations follow- 
ing operation for glaucoma 


Cysts and tumors visible with the 
gonioscope 


10. Observations following intraocular 
surgery 


11. Trauma and foreign bodies of the 
angle 


One period will be devoted to practical 
demonstration of gonioscopy with the slit 
lamp biomicroscope. 


COURSE 53 


Room 726 Periods Th-4, Th-5 


by which complications can be avoided. 
This will include study of the patient’s 
systemic condition with elimination, so 
far as is possible, of conditions which 
might have some bearing upon the cata- 
ract operation. It will also include pre- 
operative sedation and analgesia, local 
and general anesthesia and operative 
technique. 


During the second hour, management 
of various complications will be discussed 
and a statistical review of all the com- 
plications encountered in personal expe- 
rience during the year July 1, 1959, to 
June 30, 1960, will be presented. 


COURSE 54 


Room 728 Periods M-5, M-6, T-5, 


T-6, W-5, W-6, Th-5, Th-6 
RICHARD C. TROUTMAN, M.D., et al. 
Recent Advances in Ophthalmology 
An eight-period course—$16.00 


This course is planned to give the 
practicing ophthalmologist a brief review 
of the most important advances in the 
various fields under discussion. It will 
cover not only a review of the current 
literature in the field, but also personal 
experiences of interest of the various 
lecturers. 


M-5—Ophthalmic Surgery 
Richard C. Troutman, M.D. 
New York 


M-6—Neuro-ophthalmology 


Robert S. Jampel, M.D. 
Brooklyn 


BY INVITATION 


T-5—Pediatric Ophthalmology 
Austin I. Fink, M.D. 


Brooklyn 
This new ophthalmologic § specialty, 
which is rapidly developing, presents 


many interesting problems. Some new 
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entities will be discussed. The author’s 
method of handling pediatric patients 
will be presented. 


T-6—Glaucoma 
Bernard Schwartz, M.D. 
Brooklyn 


W-5—Strabismus 
Abraham Schlossman, M.D. 
New York 


The newer concepts of strabismus sur- 
gery and diagnosis with reference to the 
use of orthoptics will be presented. The 
clinical applications of electromyography 
will be discussed. 


W-6—Contact Lenses 
Seymour Van, M.D. 
New York 


BY INVITATION 


Th-5—Plastic Surgery 
Peter H. Ballen, M.D. 
Hempstead, L. I., N. Y. 


New developments in the field of lid 
and plastic surgery will be presented 
with special reference to treatment of 
chemical burns of the eye and certain 
newer reconstructive techniques for re- 
placement of tissues following excision 
of tumor. 


Th-6—Detachment 
Morton Rosenthal, M.D. 
Brooklyn 


A discussion of the newer techniques 
in operations for retinal detachment will 
be given, and an evaluation of these 
techniques with special reference to the 
newer techniques of scleral shortening 
and vitreous transplantation will be 
made 


COURSE 55 


Room 733 Periods T-5, T-6 


RICHARD TROUTMAN, M.D. 
New York 


“nucleation Surgery: Complications 
and Their Management 


A two-period course—$4.00 


Interest in enucleation surgery has re- 
ceived impetus in recent years due to the 
development of new implants and pros- 
thetic techniques. These materials and 
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techniques have imposed problems which 
have not been seen in large numbers by 
the average ophthalmologist. The added 
interest in this problem has made it pos- 
sible for some of us to see and treat enu- 
cleation complications. A summary of my 
experience in the field will be presented, 
with accompanying case presentations 
and a motion picture demonstration of 
operative repairs. 


In addition, the newer methods of 
prosthetic fitting will be presented by 
Mr. Hugh Laubheimer, emphasizing the 
close cooperation that is now present and 
which is necessary for the proper care of 
the patient with an enucleated eye. 


COURSE 56 
733 Periods Th-4, Th-5 


GEORGE N. WISE, M.D. 
New York 


Room 


Retinal Diseases: Differential Diagnosis 
A two-period course—$4.00 


The importance of proper diagnosis 
in prognosis and therapy will be stressed. 
The points in differential diagnosis of 
retinal diseases will be demonstrated by 
kodachrome slides. 


COURSE 57 


Home Study Course Discussion Periods 
A ten-period course—$20.09 


These discussion periods will be con- 
ducted by members of the faculty of the 
Home Study Course in Ophthalmology, 
and will be based on subject material 
covered by the Course. They will provide 
a review of basic subjects and will pre- 
sent up-to-date clinical applications. 


M-4—Embryology, Anatomy and Neuro- 
anatomy 
John Woodworth Henderson, M.D. 
Ann Arbor, Mich. 
M. Noel Stow, M.D. 
Washington, D. C. 
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M-5—Physiology 
Robison D. Harley, M.D. 
Atlantic City 
Elmer J. Ballintine, M.D. 
Cleveland 
Hendrie W. Grant, M.D. 
St. Paul, Minn. 
Irving H. Leopold, M.D. 
Philadelphia 
M-6—Optics and Principles of Biomi- 
croscopy 
Bourne Jerome, M.D. 
Minneapolis 
Charles J. Campbell, M.D. 
New York 
Arthur Linksz, M.D. 
New York 
T-4—Refraction 
Manuel L. Stillerman, M.D. 
Chicago 
Bernard C. Gettes, M.D. 
Philadelphia 
Frank W. Newell, M.D. 
Chicago 


T-5—Ocular Microbiology, External Dis- 
eases and Aseptic Techniques 
Henry F. Allen, M.D. 

Boston 
Samuel J. Kimura, M.D. 
Berkeley, Calif. 

James H. Allen, M.D. 

New Orleans 
John F. McKenna, M.D. 

S. Miami, Fla. 


T-6—Perimetry and Neuro-ophthalmolo- 
Edward W. D. Norton, M.D. 
Miami, Fla. 
John P. Wendland, M.D. 
Minneapolis 


INSTRUCTION SECTION 


Placidus J. Leinfelder, M.D. 
lowa City 


Cecil W. Lepard, M.D. 
Detroit 


W-4—Extraocular Muscles 
Hunter H. Romaine, M.D. 

New York 
Hermann M. Burian, M.D. 

Iowa City 


Conrad Berens, M.D. 
New York 


W-5—Ophthalmoscopy and Medical Oph- 
thalmology 
Banks Anderson, M.D. 
Durham, N. C. 
Frank C. Winter, M.D. 
Palo Alto, Calif. 
George N. Wise, M.D. 
New York 


W-6—Pathology 
John S. McGavic, M.D. 
Bryn Mawr, Pa. 
Joseph A. C. Wadsworth, M.D. 
New York 
Michael J. Hogan, M.D. 
San Francisco 
Georgiana D. Theobald, M.D. 
Oak Park, IIl. 


Th-4—Pharmacology and Therapeutics 
Alfred J. Kreft, M.D. 
Portland, Ore. 

John E. Harris, M.D. 
Portland, Ore. 

Andrew de Roetth, Jr., M.D. 

New York 


Kenneth C. Swan, M.D. 
Portland, Ore. 
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INDIVIDUAL COURSES — OPHTHALMOLOGY 


COURSE 101 
Room 744 Period W-4 
RUDOLF AEBLI, M.D. 
New York 


End Results of Muscle Surgery 


The subject matter of this presentation 
will be a series of patients followed for 
a varying number of years, with an eval- 
uation of the end results from a cosmetic 
and a functional viewpoint. Enthusiastic 
and excessive operation on the interni or 
the externi or the vertical muscles inter- 
feres with conjugate movements and with 
convergence and, too frequently, ends in 
disappointment in later years. 


Adhesions, secondary contractures, 
muscle fibrosis and scar tissue formation 
are sequelae which produce unexpected 
and disappointing results and make sub- 
sequent corrective operations more diffi- 
cult and uncertain. 


Recession and resection operations are 
not simple innocuous procedures, espe- 
cially on the obliques and the vertical 
recti. A careful dissection with retention 
of the muscle fascial envelope, mainten- 
ance of a good dry field, avoidance of 
undue trauma to the muscle and the ad- 
jacent tissues, and good wound closure 
are essential to success. In general, ex- 
cessive crippling of the function of any 
one muscle should be avoided and the 
operation should be spread over multiple 
muscles, thereby retaining good parallel 
and nonparallel ocular movements. 


COURSE 102 
Room 778 Period M-5 
C. KNIGHT ALDRICH, M.D. 
Chicago 


BY INVITATION 


Emotional Problems of the 
Ophthalmologist’s Patients 


The hour will be devoted to a discus- 
sion of the causes, symptoms and appro- 
priate treatment of emotional factors of 


347 


patients seen by the ophthalmologist. The 
following specific subjects will be cov- 
ered: 


1. General symptomatic manifestations 
of emotional tension 


2. Psychophysiological reactions and the 
eye 


3. Visual hypochondriasis 


4. Conversion reactions, such as hyster- 
ical blindness 


5. The impact of organic disease of the 
eye 


6. Signs of psychosis, with particular 
reference to visual hallucinations 


COURSE 103 
Room 726 Period M-5 
HENRY F. ALLEN, M.D. 
Boston 


Aseptic Technique in Ophthalmology 


Recent outbreaks of postoperative en- 
dophthalmitis in large hospitals, in addi- 
tion to sporadic cases in smaller ones, 
show that the danger of surgical infec- 
tion is ever present. Many substances 
and certain devices used for purposes of 
sterilization can actually serve as car- 
riers of infection. Many new develop- 
ments have occurred in the fields of air 
filtration, skin antisepsis, and individual- 
ization of solutions for use in the eye. 
Sterility surveys of operating suites and 
office treatment facilities are now con- 
sidered essential. Knowledge of newer 
preventive measures may reveal unsus- 
pected inadequacies and forestall serious 
complications which might otherwise be- 
set the most conscientious surgeon. 


COURSE 104 


Room 715 Period M-4 


BENNETT Y. ALVIS, M.D. 
St. Louis 
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Glaucoma Surgery: Long-Term End 
Results 


This study will present the course of 
the diseases and end results in eyes that 
have been operated on for various types 
and stages of glaucoma. It will be based 
largely on experience with a considerable 
number of private patients whose cases 
were followed for varying lengths of time 
up to thirty or more years. Some com- 
parisons will be made with eyes treated 
for similar periods by nonsurgical means. 


COURSE 105 


Room 715 Period T-4 


JAMES M. ANDREW, M.D. 
Columbus, Ohio 


Eye Diseases in Children 


The course will include discussion of 
the following topics: 


1. Hospitalization of the young child 
2. Congenital lacrimal obstruction 


3. Dermoids 
a. Orbital 
b. Corneal-conjunctival 
ce. Conjunctival dermatolipoma 


4. Anesthesia for pediatric ocular opera- 
tions and procedures 


COURSE 166 
Room 721 Period W-4 
TAYLOR ASBURY, M.D. 
Cincinnati 


Practical Genetics in Everyday Office 
Practice 


It is increasingly important that the 
clinician be aware of the practical im- 
portance of genetics in everyday prac- 
tice. Much has been learned about the 
genetic background of many eye diseases. 
It is necessary to understand a few basic 
principles of genetics in order to be able 
to counsel patients in an intelligent way, 
but one need not be an expert geneticist. 


This course approaches the subject in 
a simple way, beginning with the basic 
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principles of dominant, recessive, and 
sex-linked inheritance. Practical advice 
for patients relative to specific diseases 
such as retinoblastoma, refractive errors, 
strabismus, retinitis pigmentosa, glau- 
coma, and cataract will be discussed, as 
well as the more important recent ad- 
vances in the field of genetics. 


COURSE 107 
Room 715 Period W-6 
K. W. ASCHER, M.D. 
Cincinnati 


Cyclodialysis: Details of the Technique 


Cyclodialysis aims at obtaining a per- 
manent cleft between the ciliary body 
and the inner surface of the sclera. De- 
vised more than fifty years ago, experi- 
ence of many decades proved its efficiency 
in open angle glaucoma and in secondary 
glaucoma following cataract extraction. 
Details of the technique are discussed 
with special regard to avoiding possible 
complications. 


COURSE 108 


Room 724 Period T-4 


WALTER 8S. ATKINSON, M.D. 
Watertown, N. Y. 


Anesthesia 


The preanesthetic preparation of the 
patient and methods of producing local 
anesthesia and akinesia will be discussed. 


A comparison of the merits of local 
and general anesthesia, emphasizing the 
advantages and disadvantages of each, 
will be included. 


COURSE 109 


Room 716 Period M-5 


GUSTAV C. BAHN, M.D. 
New Orleans 


Orbital Disease 


Special anatomic and physiologic fea- 
tures of the orbit render it unique from 
the standpoint of the pathologic processes 
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which it may harbor, and the courses 
that these processes may follow. These 
processes are generally of two types, in- 
flAammations and neoplasms. Primary and 
secondary inflammations and neoplasms 
of the orbit are described as to their 
genesis, clinically diagnostic features and 
management. Orbital manifestations of 
systemic diseases are included in the dis- 
cussion. 


COURSE 110 


Room 715 Perod W-5 
ROBERT E. BANNON 


Buffalo 


BY INVITATION 


Practical Aspects of Multifocal 
Corrections 


This course will review briefly various 
measurements (amplitude of accommoda- 
tion, dynamic cross cylinder test, and the 
method of limits) that are helpful in de- 
termining near point corrections. Clinical 
data supporting the practice of learning 
half the amplitude in reserve will be pre- 
sented. 


A procedure will be described for de- 
termining the proper add for unusual 
near distances when routine tests have 
measured the add necessary for a stand- 
ard near test distance. 


Once the amount of the add has been 
decided upon, it is necessary to select 
(or advise) the form of the lens correc- 
tion. The factors which should influence 
a choice of separate near (single vision) 
glasses, fit-over lenses, bifocals or tri- 
focals will be discussed. 


Special attention will be given to the 
relative importance of image jump, ob- 
ject displacement, field of view with var- 
ious segment sizes, segment decentration 
and ranges of clear vision with various 
adds. 


COURSE 111 


Room 712 Period T-5 


ROBERT E. BANNON 
Buffalo 


BY INVITATION 


Aniseikonia: Its Role in 
Refractive Problems 


Every new correction of refractive er- 
rors changes the seeing conditions to 
which the patient has become accus- 
tomed. The magnitude of these changes 
and the patient’s tolerances determine 
whether or not binocular vision will be 
comfortable and efficient. Aniseikonia 
(not equal images) is one condition 
which may arise. It is most frequently 
associated with the correction of un- 
equal refractive errors, and in certain 
cases it can cause persistent discomfort. 


A brief review of aniseikonia and 
space eikonometry will be followed by a 
discussion of various clues and proce- 
dures that are useful in detecting ani- 
seikonia in routine office practice. 


COURSE 112 
Room 712 Period W-5 
OWEN BELMONT, M.D. 
Philadelphia 


Refraction: Causes of Failure 


Failure in refraction is defined as any 
instance in which a patient rejects his 
glasses. The most common reasons for 
such rejection will be analyzed. Case his- 
tories will be outlined to illustrate each 
type of failure. Secondary effects of 
lenses which change and distort the pa- 
tient’s orientation in his environment 
will be discussed. Ways of anticipating 
and minimizing these undesirable defects 
will be presented. 


COURSE 113 
Room 736 Period M-6 
CONRAD BERENS, M.D. 
New York 


Cyclodiathermy, Cycloelectrolysis, 
Iridencleisis and Cyclodialysis 


A statistical evaluation of the post- 
operative results and complications fol- 
lowing penetrating and nonpenetrating 
cyclodiathermy, penetrating and nonpen- 
etrating retrociliary diathermy, cycloelec- 
trolysis and retrociliary cycloelectrolysis 
in over 1,700 eyes observed for one to 
fourteen years postoperatively will be 
discussed. 
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The postoperative results and compli- 
cations following iridencleisis and cyclo- 
dialysis will be evaluated. 


The indications, contraindications and 
techniques of these procedures will be 
described. 


COURSE 114 
Crystal Room Period T-4 


CONRAD BERENS, M.D. 
New York 


Ophthalmic Surgery: Recent Trends 


Presentation of a sound film showing 
the following surgical techniques: 


1. Evisceration and enucleation, using 
hollow mesh-capped plastic implants 


2. Lamellar keratoplasty 


3. Retinal detachment surgery, utilizing 
special pins and the application of 
diathermy 
Scleral buckling in a case where the 
sclera was too thin and fibrotic for a 
scleral resection 


4. Resection and advancement of the 
levator for ptosis 


5. Tucking of the superior oblique mus- 


cle 
6. Retroplacement oof the superior 
oblique 
7. Subconjunctival closure of cataract 
wound 
COURSE 115 
Room 702 Period T-5 


JEROME W. BETTMAN, M.D. 
San Francisco 


Value of Goniotomy 


This course is 
thorough, clinical 
genital glaucoma. 


really practical, 
discussion of con- 


The diagnosis, differential diagnosis, 
and prognosis of congenital glaucoma 
will be reviewed. Evidence will be pre- 
sented to demonstrate that goniotomy is 
the procedure of choice in congenital 
glaucoma. Each of the modern techniques 
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of goniotomy will be presented. The 
techniques of goniotomy without visual 
control, goniotomy with a contact lens, 
and goniotomy with continuous injection 
of air will be presented. Their merits will 
be compared, and the preoperative and 
postoperative care will be considered. 
Theories of the method of action of 
goniotomy will be discussed. 


Goniotomy is one of the great surgical 
advances in modern ophthalmology. It 
has already saved many from a life of 
total blindness. 


COURSE 116 


Room 702 Period W-6 


JEROME W. BETTMAN, M.D. 
San Francisco 


Radioactive Isotopes 


This course is designed for the prac- 
ticing ophthalmologist who wishes to 
understand radioisotopes better. 


The course will consist of (1) a very 
simple, easily understood explanation of 
the fundamentals of radioisotopes. Under 
consideration will be A, B, and G emis- 
sions; half life: differences in energy. 
Conditions under which only pure B 
emitters are useful in diagnosis and ex- 
perimental work in ophthalmology will 
be discussed. (2) A brief consideration 
of the place and value of radioisotopes 
in therapy and in diagnosis, including the 
use and abuse of P32 in the diagnosis of 
intraocular neoplasms. (3) The experi- 
mental use of radioisotopes as an indica- 
tion of the blood volume of the choroid 
and retina. This shed considerable light 
on which agents actually dilate the intra- 
ocular blood vessels and which agents do 
not. Deductions of very practical clinical 
significance will be made. 


COURSE 117 
Room 711 Period Th-4 
HAROLD M. BLOCK, M.D. 
Dallas 


Office Practice of Ophthalmology 


In this course it is my intention to 
explain various types of office procedures 
for medical and surgical conditions, with 
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the patients’ reactions in mind, and in 
such a way as to have better patient-doc- 
tor relationships. Procedures learned in 
the clinics and hospitals will be explained 
from the viewpoint of their application 
in private practice. The course is espe- 
cially designed for the young ophthal- 
mologist. 


COURSE 118 
Room 710 Period Th-4 


G. BONACCOLTO, M.D. 
New York 


Dacryocystorhinostomy 


A review will be made of the various 
techniques devised and developed for the 
purpose of re-establishing the naso- 
lacrimal drainage of tears. 


The author will discuss and show mo- 
tion picture demonstrations of the tech- 
nique which he has devised. A simpli- 
fied manner of approach to, and exposure 
of, the lacrimal sac is described together 
with the use of the Iliff-Stryker trephine 
to create the osseous opening. The modi- 
fication of the usual dacryocystorhinos- 
tomy procedure involves the insertion of 
two sizes of polyethylene tubing through 
the canaliculus and lacrimal sac, which 
is incised, and then through the osseous 
perforation, into the nasal cavity. The 
use of these tubings facilitates the union 
of the lacrimal sac and nasal mucosal 
flaps, thus enhancing the creation of a 
permanent nasolacrimal fistula in a large 
percentage of cases. 


COURSE 119 
Room 750 Period W-5 


SOLOMON 8S. BRAV, M.D. 
Philadelphia 


Diseases of the Choroid 


A short history of choroidal detach- 
ment will be presented. Discussion of the 
histopathology and pathogenesis will be 
considered and a classification of the 
various types of detachment noted. Vari- 
ous theories of the cause of this condi- 
tion will be discussed and clarified. 


Indications and contraindications for 
medical and surgical therapy will be 
dealt with in detail. 


COURSE 120 
Room 715 Period W-4 
ARNOLD S. BREAKEY, M.D. 
New York 


Rehabilitation in Ophthalmology 


This course will deal with the ocular 
manifestations of damage to the central 
nervous system in children, teen-agers 
and adults. The three groups are vastly 
different one from the other. 


In children the problem is mainly one 
of oculomotor imbalance, especially eso- 
tropia, complicated by a high incidence 
of congenital anomalies. Gaze palsy, visu- 
al defects, ocular toxoplasmosis, ptosis, 
and nystagmus are frequently encoun- 
tered. This group has a great ability to 
develop new pathways and recover their 
deficits. Generally accepted principles for 
ophthalmic care are not applicable to this 
group. The medical and surgical manage- 
ment will be stressed. Testing for per- 
ceptual defects will be discussed. 


In teen-agers we see the results of 
childhood brain damage which has gone 
untreated. The incidence of subnormal 
vision is high. Exotropia predominates 
among motor imbalances. Field defects 
of the hemianoptic variety are frequently 
seen as well as perceptual defects. Cos- 
metic surgery is often beneficial. 


In the adult group, central nervous 
system damage is most commonly due to 
cerebrovascular accidents and trauma. 
The resulting deficiencies are loss of vis- 
ual field, accommodative insufficiency, oc- 
ular imbalance, diplopia, reading prob- 
lems and optic atrophy. Since the ocular 
apparatus cannot be made to develop new 
central pathways by means of passive ex- 
ercise, we must teach the patients to get 
along with ‘‘what is left.’’ Rehabilitation 
from the ocular standpoint is most im- 
portant to the ‘‘whole patient’’ because 
the handicapped person depends to an 
extra measure on his eyes. Appliances to 
facilitate this work will be exhibited. The 
problem of visual aphasia is a serious 
one. Its treatment will be discussed. 


COURSE 121 
Room 702 Period W-4 
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GOODWIN M. BREININ, M.D. 
New York 


Electromyography 


The principles of electrophysiologic in- 
strumentation as applied to electromy- 
ography of the extraocular muscles and 
to electro-oculography will be described, 
and the theory and application of these 
techniques discussed. 


There will be a brief review of neuro- 
muscular conduction. Illustrative slides 
and tracings will be shown of both nor- 
mal and abnormal conditions involving 
ocular motility: comitant and paretic 
strabismus, ptosis, myopathies and nys- 
tagmus. 


COURSE 121-A 


Room 744 Period T-4 


JOHN A. BUESSELER, M.D. 
Columbia, Mo. 


Opkthalmic Radiology: Diagnosis 


COURSE 122 
Room 738 Period M-6 
JORGE N. BUXTON, M.D. 
New York 


Total and Partial Keratectomies 


Indications and techniques for partial 
keratectomy in primary and recurrent 
pterygiums with and without limitation 
of rotation (diplopia); pseudopterygiums 
and localized corneal scars. 


Indications and techniques for total 
keratectomy preparatory to keratoplasty 
or for optical or reconstructive reasons. 
Repair of symblepharons when found as- 
sociated with the forementioned condi- 
tions; repair by conjunctival autoplasty 
or buccal mucosal graft obtained with 
scissors technique or by electrical kerato- 
tome. 


Contraindications to partial and total 
keratectomies, and the need for partial, 
total or peripheral lamellar keratoplasty. 


Use of beta radiation as an adjunct of 
keratectomy. Characteristics of different 
applicators with special reference to dos- 
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age, time and frequency of applications; 
modifications of emission by filters, and 
complications of overdosage. 


Slides and a motion picture will illus- 
trate the material covered. 


COURSE 123 
Room 716 Period M-4 or T-4 


F. PHINIZY CALHOUN, JR., M.D. 
Atlanta 


Epithelization of the Anterior Chamber: 
Diagnosis and Treatment 


A review of the pathogenesis, inci- 
dence, and histopathology of this condi- 
tion, with detailed discussion of the clin- 
ical manifestations and recent develop- 
ments in diagnostic tests and methods 
of treatment. 


COURSE 124 
Room 750 Period M-6 


FRANK D. CARROLL, M.D. 
New York 


Optic Nerve Lesions: Differential 
Diagnosis 


Lesions of the optic nerve must be 
first differentiated from lesions caused by 
intracranial expanding lesions and disor- 
ders of the macula. Then an etiologic 
differential diagnosis of the optic nerve 
condition may be sought. This includes 
consideration of conditions which are 
inflammatory, degenerative, vascular, 
neoplastic, or toxic. An outline of the 
author’s approach to this problem will 
be presented. 


COURSE 125 
Room 750 Period T-4 or W-4 


J. V. CASSADY, M.D. 
South Bend, Ind. 


Dacryocystitis and Lacrimal Drainage 


Consideration will be given to dacry- 
ocystitis, excessive lacrimation, and lac- 
rimal duct obstruction in adults as well 


2 
: 

: 
a 

= 
= 


OPHTHALMOLOGY — INDIVIDUAL 


as in infants. Kodachrome illustrations 
of anatomy, embryology, and pathogene- 
sis of lacrimal drainage problems will be 
shown. Clinical examination, diagnosis, 
and treatment will be discussed. Irriga- 
tion, probing, palliative treatment, and 
the use of polyethylene tubing will be 
considered. A film presenting the Dupuy- 
Dutemps method of dacryocystorhinos- 
tomy will be shown. 


COURSE 126 
Room 784 Period M-4 


J. V. CASSADY, M.D. 
South Bend, Ind. 


Toxoplasmic Retinochoroiditis 


The widespread prevalence of toxo- 
plasmosis in man and animal has caused 
confusion as to its importance in the 
etiology of retinochoroiditis. The in- 
telligent treatment of retinochoroiditis 
should be directed to its cause. Clinical, 
roentgenologic and serologic study of 
these patients is mandatory before em- 
barking upon treatment with such dan- 
gerous drugs as pyrimethamine and sul- 
fadiazine. Skin tests, blood studies, dye 
tests and a thorough understanding of 
the patient must precede therapy direct- 
ed against toxoplasmosis. 


COURSE 127 


Crystal Room Period W-4 


RAMON CASTROVIEJO, M.D. 
New York 


Corneal Surgery: Techniques and Results 


This course will deal with different 
types and techniques of keratectomies, 
keratoplasties and plastic repair of the 
eonjunctiva with or without buccal mu- 
cous membrane graft, which may be re- 
quired for rehabilitation in some compli- 
cated corneal operations. 


The results will be evaluated in three 
groups: favorable, in which a high per- 
centage of clear transplants (approxi- 
mately 90 per cent) and considerable im- 
provement of vision may be expected: 
partially favorable, in which approxi- 
mately 50 per cent of the operations are 
successful; and unfavorable, which do 
not lend themselves to aie successful 
keratoplasty. 


COURSE 128 
Room 734 Period T-5 
WEBB P. CHAMBERLAIN, JR., M.D. 
Cleveland 


Vertical and Horizontal Components of 
Strabismus 


The importance of the vertical rota- 
tors in relation to horizontal squint will 
be presented, with particular emphasis 
on the A and V syndromes in upward and 
downward gaze. The evidence suggesting 
that the horizontal recti are the primary 
causative factors will be considered along 
with the indications that the obliques or 
the vertical recti are of basic significance. 
The diagnosis and treatment of these 
symmetrical A and V syndromes will be 
contrasted with the conventional man- 
agement of vertical and horizontal anom- 
alies not associated with this type of 
horizontal incomitance in the straight up 
and straight down positions. 


COURSE 129 
Period M-4 


WEBB P. CHAMBERLAIN, JR., M.D. 
Cleveland 


Surgery of the Ocular Muscles 


Crystal Room 


COURSE 130 
Room 705 Period W-5 
MAX CHAMLIN, M.D. 
New York 


Perimetry: Techniques for Detection 
of Minimal Defects 


Techniques for the detection of mini- 
mal defects in visual fields caused by 
early lesions of visual pathways will be 
demonstrated. The mounting of test ob- 
jects on permanent carriers, as well as 
care of these test objects, will be shown. 
The choice of test objects and methods 
of recording various field defects will al- 
so be demonstrated. Principles which ap- 
ply to the tangent screen as well as to 
the perimeter will be presented, and the 
interpretation of minimal findings will 
be explained. Cases in which the use of 
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the perimeter entirely supersedes the 
tangent screen, as well as the reverse, 
will be shown. 


COURSE 131 


Room 705 Period M-6 


MORTIMER R. CHOLST, M.D. 
Neponsit, Queens, N. Y. 


Central Fields: Methods and Techniques 


Attention will be directed to patients 
with reduced corrected vision. Too of- 
ten, pathologic changes are assumed to 
be the causative factor of the diminished 
vision and result in deferment of a cen- 
tral field recording. 


The various methods and techniques 
presently employed in the mapping of 
central visual fields will be reviewed and 
their respective limitations and advan- 
tages will be discussed. This discussion 
wili include the tangent screen and cam- 
pimeter, with additional reference to the 
procedures employed in stereocampim- 
etry. 


Recent methods wherein test objects 
are not employed, such as those utilizing 
the Amsler charts and Harrington multi- 
ple-pattern screening instrument, will al- 
so be demonstrated. 


Problems of technique to be reviewed 
will include a means for rapid determina- 
tion of the patient’s comprehension and 
ability to maintain satisfactory fixation, 
so vital to accurate visual fields. 


A practical routine for evaluation of 
the central field in an eye with reduced 
corrected vision will be presented. 


COURSE 132 
Room 727 Period Th-4 


WILLIAM B. CLARK, M.D. 
New Orleans 


Surgery of Ocular Muscles 


COURSE 133 


Room 734 


Period M-5 


GILBERT W. CLEASBY, M.D. 
San Francisco 
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Iris Tumors 


The origin and natural behavior of 
various types of iris tumors, especially 
melanomas, indicate that these lesions 
are different from those arising else- 
where in the uvea. Management of a 
patient with a pigmented tumor of the 
iris presents problems as to the criteria 
for making a diagnosis of malignant 
melanoma, how best to treat the condi- 
tion and what may be anticipated in 
terms of prognosis. 


In this course a large series of iris 
tumors wil be analyzed in an effort to 
outline and illustrate features of major 
importance in diagnosis, treatment, and 
prognosis. Differential diagnosis is often 
difficult. Lesions and conditions most 
commonly encountered will be illustrated 
and discussed. 


Room 750 Period T-6 


ROBERT COLES, M.D. 
New York 


Office Management of Uveitis 


This course will deal with a practical 
approach to the office management of 
uveitis. Chronic and recurring forms and 
their secondary complications will be 
included. Theoretical aspects will be 
largely bypassed for more practical con- 
siderations. The extent of the diagnostic 
workup indicated in the various types of 
uveitis will be discussed along with those 
clues that point to a specific diagnosis 
without further studies. 


Therapy of the different forms of 
uveitis will be reviewed with reference 
to the management of those in which 
there is no specific diagnosis. Detailed 
descriptions of the use of the various 
therapeutic agents will be presented. 


COURSE 135 
Crystal Room Period W-6 


FREDERICK C. CORDES, M.D. 
San Francisco 


Congenital Cataract: Selection of 
Best Surgical Procedure 
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COURSE 136 


Room 733 Period M-6 
TULLOS O. COSTON, M.D. 
Oklahoma City 


Inflammatory and Degenerative Disease 
of the Retina: Differential Diagnosis and 
Treatment 


The subject matter to be covered will 
include senile macular degeneration, 
Kuhnt-Junius’ degeneration, central an- 
giospastic retinopathy, and the lesions 
of tuberculosis and toxoplasmosis. The 
author’s method of handling these con- 
ditions will be discussed. Colored lan- 
tern slides will be shown illustrating the 
various conditions. 


COURSE 1387 
Room 712 Period Th-4 
JACK P. COWEN, M.D. 
Chicago 


Pool Gonioscopy: 
Technique for Simplified 
Anterior Chamber Visualization 


A simple study of the angles of the 
anterior chamber, particularly in all 
cases of glaucoma, can be accomplished 
by a lens-free method of flooding the 
inner angle of the eye with saline solu- 
tion and of studying the submerged 
chamber angle with flashlight illumina- 
tion and from five to ten power loupe 
magnification or, better still, with the 
detached binocular slit lamp head. The 
method will be demonstrated and dis- 
cussed. 


COURSE 138 


Room 711 Period M-6 


JOHN C. CUNNINGHAM, M.D. 
Burlington, Vt. 


Types of Head Pain as Viewed by 
the Ophthalmologist 


The mechanism of head pain will be 
discussed. The clinical types of headache 
arising from intracranial, extracranial 
and paracranial sources will be reviewed. 
Particular attention will be given to head 
pain associated with cranial arteritis, mi- 
graine and orbital lesions. Lantern slides 
will be used in the course. 


COURSE 139 
Room 705 Period W-4 
PAUL L. CUSICK, M.D. 
Detroit 


Ptosis Surgery: Practical Aspects 


Blepharoptosis will be classified ac- 
cording to its causation. The various 
types will be illustrated with lantern 
slides. The procedures used by the author 
to correct the various types will be de- 
scribed, and will be illustrated with lan- 
tern slides to show the technique. 


Overcorrection and its relief will be 
discussed, and the procedure used for 
levator recession will be illustrated with 
lantern slides. 


COURSE 140 
Room 728 Period T-4 


NORMAN L. CUTLER, M.D. 
Wilmington, Del. 


Cataract: Methods of Extraction 


The purpose of this course is to ac- 
quaint surgeons with the spoon extrac- 
tion of cataracts, either as a method of 
choice or as an alternate procedure. This 
method has now been used in six hun- 
dred extractions. 


Operations using alpha-chymotrypsin 
will be discussed. Spoon extraction seems 
to be ideally suited to the use of this 
enzyme. Procedures will be illustrated 
with slides and motion pictures. 


COURSE t41 


Room 786 Period M-6 or T-6 


LOUIS DAILY, M.D. 
Houston 


Biomicroscopy of Vitreous 
and Fundus Oculi 


Techniques-of examination will be de- 
scribed. The relative values of slit lamps, 
and of contact: lenses and preplaced 
lenses will be discussed. 
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The normal and pathologic biomi- 
croscopic appearances of vitreous and 
and fundus will be illustrated with col- 
ored transparencies made in Vienna un- 
der the direction of Karl Hruby and in 
Bern under the direction of Dr. Hans 
Goldmann. Types of detachment of the 
vitreous in association with pathologic 
states such as spontaneous coliapse of 
the vitreous and hemorrhage into the 
vitreal space will be discussed and illus- 
trated. Other conditions which will be 
described and illustrated are congenital 
anomalies of the optic disc and retina, 
retinitis proliferans, primary and trau- 
matic detachments of the retina, intra- 
ocular foreign bodies, melanoma of the 
choroid, retinal cysts, retinal edema in 
diabetes and hypertension, macular 
holes, retinoschisis, and drusen. The 
clinical significance of these biomicro- 
scopic observations will be discussed. 


COURSE 142 


Room 715 Period Th-4 


ALAN DAVIDSON, M.D. 
New Bern, N. C. 


Surgical Instruments: 
Preparations and Care 


This discussion is designed for those 
ophthalmologists practicing in general 
hospitals who do not have nurses espe- 
cially trained to care for ophthalmic sur- 
gical instruments. Mention will be made 
of the manufacture, materials, and choice 
of surgical instruments as well as their 
sterilization, preparation and care. 


COURSE 143 
Room 750 Period T-5 


FREDERICK J. DAVIS, M.D. 
Madison, Wis. 


Sutures in Catract 
Types and Uses 


The usefulness of sutures of some type 
for firm closure of the cataract incision 
is now universally recognized. 


Among cataract surgeons there is a 
wide variation in techniques in place- 
ment of these sutures, as well as in the 
type of suture material, needles, etc. 


INSTRUCTION SECTION 


This discussion will touch upon these 
varying techniques and materials and 
will present some of the methods of 
closure used by various surgeons. There 
will be a discussion of conjunctival and 
scleroconjunctival sutures, corneal and 
corneoscleral edge-to-edge or ‘“‘border to 
border’’ sutures inserted through the lips 
of the wound, overriding corneoscleral 
and episcleral, and track sutures; buried 
surgical gut; preplaced and postplaced 
sutures; and suture removal. 


Room 777 Period M-5 


ROBERT M. DAY, M.D. 
New York 


Medical Exophthalmos: Diagnosis 
and Treatment 


The clinical concept of this orbital 
process, gained from observations in a 
large thyroid clinic, will be discussed. 
Terminology, symptoms, signs, course, 
differential diagnosis and treatment will 
be presented. The variable clinical pic- 
ture will be especially emphasized, for 
the recognition of this condition is most 
important not only from the point of 
view of management but also in the eval- 
uation of any form of treatment. 


COURSE 145 
Room 728 Period M-4 or W-4 


A. GERARD DeVOE, M.D. 
New York 


Surgery of Trauma 


The principles and techniques most 
useful in handling injuries of the eye and 
adnexa will be discussed. Typical cases 
will be demonstrated by still and motion 
picture projection. 


COURSE 146 
Crystal Room Period T-6 


A. GERARD DeVOE, M.D. 
New York 


Acute Surgical Lesions 
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COURSE 147 


Room 750 Period M-4 


SAMUEL M. DISKAN, M.D. 
Atlantic City 


Eye Screening in Schools 


The nationwide effort to discredit the 
medical profession and ophthalmologists 
by charging that vision testing in schools 
has been and still is inadequate urgently 
requires that we (ophthalmologists) do 
something to remedy this situation. 


The course will present: 


1. The nationwide problem of school 
vision testing 


2. How to go about setting up a school 
vision screening program 


3. Normal standards of vision for school 
children 


4. Bye tests which lend themselves to 
mass screening techniques 


5. Demonstration of visual screening 
techniques and equipment 


COURSE 148 
Room 702 Period M-5 
JAMES R. DUKE, M.D. 
Baltimore 


Lesions of the Lids: 
A Clinical-Pathologic Survey 


The more commonly encountered le- 
sions of the lids will be surveyed from 
the following aspects: relative incidence 
of occurrence, clinical manifestations, 
criteria of differential diagnosis, and his- 
topathologic characteristics. Kodachrome 
slides will provide a direct correlation of 
the clinical appearance of the lesion with 
the underlying histopathologic process. 


COURSE 149 


Room 724 Period M-5 or T-5 


These anomalies consist of divergence 
excess and divergence insufficiency. Each 
is characterized by certain specific find- 
ings that serve to differentiate it from an 
anomaly of convergence. In the Duane 
classification of strabismus they are in 
the group of Anomalies of Dysjunctive 
Movements. They are nonparalytic. 


Methods of diagnosis, characteristic 
findings, and typical case measurements 
will be presented for each form. A ver- 
tical component is frequently a compli- 
cating factor. Differentiation from the 
A-V syndromes will be brought out. 


Treatment, both conservative and sur- 
gical, will be outlined. Tabulated results 
of a study on 247 cases will be presented, 
including 138 cases that have been sur- 
gically treated, with at least one year of 
follow-up. 


COURSE 150 
Room 716 Period W-4 
EDWARD A. DUNLAP, M.D. 
New York 


Accommodative Esotropia: Treatment 


This specialized form of esotropia has 
many facets. There are two types, and 
they are differentiated by basic findings 
and distinctive features. Establishment 
of the diagnosis will be discussed in some 
detail. This is important because surgical 
intervention is almost invariably contra- 
indicated in this type of esotropia. 


General aspects of management will 
be covered. Treatment in the past has 
been almost solely with glasses, but the 
use of miotics, or “peripheral accommo- 
dation stimulators’’ such as DFP (Floro- 
pryl) and Demecarium bromide (BC-48), 
is rapidly increasing. Indications and 
contraindications for use of these drugs 
in the two forms of squint will be dis- 
cussed. Case reports selected from a 
group of over a hundred patients so 
treated will be presented. 


COURSE 151 


Crystal Room Period W-5 


EDWARD A. DUNLAP, M.D. 
New York 


Divergence Anomalies 


JOHN H. DUNNINGTON, M.D. 
New York 


Some Problems of 


Cataract Extraction 
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COURSE 152 


Room 706 Period Th-4 


DAVID J. EDWARDS 
Chicago 


BY INVITATION 


Abnormal Effects of Prescribed 
Lenses on Extrinsic Muscles 


This course will deal with the value 
of testing the vergences and the phorias, 
and with the correlation of the two. 
Simple rules employing the Prentice law 
of light divergence and its application 
to evaluating extrinsic anomalies, and 
the reason improperly fitted lenses create 
abnormal extrinsic muscle conditions, 
will be emphasized. 


In addition to image size disparity, 
anisometropia will be dealt with in the 
field of prismatic effects caused by lenses 
of unequal foci. 


The problems of binocular vision in 
the patient requiring lower power lenses 
will be given thorough consideration. 


Aphakia and its binocular problems 
will be discussed with special attention 
to asthenopia in bilateral corrections. 


Alleviation of asthenopia by prescribed 
lenses in the average presbyope will be 
considered. 


Oblique cylinders will be discussed in 
their relation to induced vertical and 
lateral phorias. 


Slides and drawings will be used to 
illustrate points of importance. 


COURSE 153 
Room 777 Period T-4 


JOHN A. EGAN, M.D. 
Denver 


Cross Cylinder: Application and Theory 


The use of the cross cylinder as taught 
by Edward Jackson will be discussed. 
Improved models will be shown and uses 
devised since Jackson’s time will be de- 
scribed. 


Lantern slides will exhibit practical 
application of the cross cylinder. Large 
2-foot models of the cross cylinder, trial 
cylinder and trial frame will be used to 


demonstrate general technique for use in 
refraction. Twelve different uses of the 
instrument, including the employment of 
the newer correcting cross cylinder, will 
be described. , 


A brief discussion of theories involved 
in the cross-cylinder method will be pre- 
sented, and controversial aspects will be 
discussed. This method of testing for 
astigmatism will be contrasted with other 
methods. 


COURSE 154 
Room 750 Period M-5 


ORWYN H. ELLIS, M.D. 
Los Angeles 


Removal of Intraocular Foreign Bodies 


A description of special techniques for 
relocalization oof intraocular foreign 
bodies not successfully removed at the 
first attempt will be presented. The im- 
portance of the history and careful roent- 
genographic localization will be empha- 
sized. There will be a detailed demon- 
stration of methods for expediting re- 
moval of foreign bodies of the anterior 
chamber and ciliary body areas. 


COURSE 155 


Room 733 Period M-4 


WILLIAM G. EVERETT, M.D. 
Pittsburgh 


Retinal Detachment: 
Selection of an Operation 


The author will review the basic op- 
erations for retinal detachment, discuss- 
ing the advantages and disadvantages of 
each procedure. 


The four basic operations utilized by 
the author will be described and illus- 
trated. The rationale for selection of an 
operation for retinal detachment will be 
exemplified with case histories, fundus 
photographs and fundus diagrams. Com- 
plications at surgery and postoperatively 
will be discussed. 


The use of the Zeiss photocoagulator 
as a primary procedure and in conjunc- 
tion with conventional surgery will be 
represented with accompanying slides. 
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COURSE 156 
Room 777 Period W-5 


HAROLD F. FALLS, M.D. 
Ann Arbor, Mich. 


Ocular Geriatrics 


A comprehensive survey of the ocular 
changes and disease states associated 
with senescence will be presented. When 
possible, a differentiation will be made 
between universally occurring disease 
states in the aged eye and those disease 
processes appearing in senescence but 
having no direct relationship to the pas- 
sage of time. 


Treatment, care, and management of 
the senile eye and individual will receive 
consideration. 


COURSE 157 
Room 777 Period T-5 


HAROLD F. FALLS, M.D. 
Ann Arbor, Mich. 


Clinical Manifestations of Constitutional 
Syndromes Involving the Head and Neck 


This course will deal with the heredi- 
tary constitutional syndromes which ex- 
hibit anatomic and pathologic ophthal- 
mic manifestations. The ocular changes 
associated with these entities will be 
emphasized and illustrated. The entire 
purpose of the course is to emphasize the 
role of the ophthalmologist as a doctor 
of medicine and his responsibility to his 
patients in the line of current teaching— 
namely, that of considering the patient 
as a ‘‘whole individual.”’ 


The course material will include dis- 
cussion of the mucocutaneous syndromes, 
the ocular manifestations of the renal 
tubule reabsorption dysplasias, the syn- 
dromes exhibiting marked aberration in 
the development of the facial skeleton 
and lastly the syndromes exhibiting diag- 
nostic retinal changes easily identified 
by the ophthalmoscope. 


COURSE 158 


Room 762 Period M-4 


RICARDO F. FERNANDEZ, M.D. 
San Juan, Puerto Rico 


Beta Radiation in Pterygium Surgery 


1. Brief outline of history of pterygium 
and its treatment. 


2. Etiology, histology, symptomatology 
and indications for surgery. 


3. Brief discussion of most widely used 
techniques, with statistics covering 
over 900 cases. 


4. Beta radiation following pterygium 
surgery, with statistics covering over 
350 cases treated in the last four 
years. Comparison of results with 
previous methods. 


5. Complications of pterygium surgery, 
including those treated with beta ra- 
diation and soft x-rays. 


6. Presentation of kodachrome slides il- 
lustrating results and complications. 


7. Short color film illustrating our pres- 
ent surgical technique with applica- 
tion of beta radiation. 


COURSE 159 


Room 733 Period M-5 


OLGA FERRER, M.D. 
Vedado, Havana, Cuba 


Contact Lenses 


Practical application of contact lenses 
in surgery, as a diagnostic aid, and in 
the correction of optical defects will be 
presented. Attention will be given to 
problems arising in office practice re- 
garding the indication for contact lenses, 
selection of type of lens, and fitting tech- 
niques. 


Ophthalmometric reading, refraction, 
and fluorescein pattern are used as the 
basis for the prescription of the lens. 
Fitting time and wearing time will be 
discussed. 


COURSE 160 
Room 777 Period M-6 


WALTER H. FINK, M.D. 
Minneapolis 
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Binocular Problems in Routine 
Refraction 


Although the correct selection of 
lenses solves most of the refractive prob- 
lems, there remains an appreciable num- 
ber of cases in which a binocular problem 
is present to some degree. Because of 
this, a routine study of the binocular ef- 
ficiency of all refraction cases is indicat- 
ed. Although some require a minimum of 
study, others require an extensive analy- 
sis of the binocular function for proper 
evaluation. 


In the presentation, the steps in the 
investigation of binocular efficiency as 
carried out in routine refraction are eval- 
uated and the various problems encoun- 
tered are discussed, particularly the as- 
sociation between heterophoria and the 
fusional reflexes. 


COURSE 161 
Room 738 Period T-6 
WALTER H. FINK, M.D. 
Minneapolis 


Vertical Muscle Surgery 


A. Indications for Vertical Muscle Sur- 

gery 

1. As applied to the vertical mus- 
cles as a whole 

2. As applied to one or more verti- 
cal muscles 

3. As applied to combined vertical 
and horizontal muscle problems 


B. Surgical Procedures 
1. Anatomic factors which deter- 
mine surgical techniques 
2. Description of various surgical 
procedures 


C. Complications Resulting from Im- 
proper Management 


COURSE 162 
Room 743 Period W-4 
SIDNEY A. FOX, M.D. 
New York 


Senile Ectropion and Entropion 


Operative procedures best adapted for 
the correction of various clinical types of 


mild and severe senile ectropion and 
entropion will be considered and the 
reasons for each choice explained. The 
steps in the different techniques of sur- 
gery will be systemically outlined. 


The modern theories of the etiology 
of senile ectropion and entropion and 
the evolution of the surgical techniques 
will be discussed in brief. 


COURSE 163 
Room 778 Period M-4 
WILLIAM C. FRAYER, M.D. 
Philadelphia 


Retained Lens Protein After Operation 
and Trauma: Recognition of Danger and 
Treatment 


The several mechanisms by which lens 
protein may contribute to prolonged in- 
flammation following ocular operations 
and trauma will be discussed. The rela- 
tive importance of infection, allergy and 
simple foreign body reactions in such 
eyes will be evaluated. Clinical and his- 
tologic features of lens protein reactions 
will be illustrated by lantern slides. On 
the basis of observations made from 
these presentations, suggestions will be 
made for a rational approach to clinical 
management. 


COURSE 164 
Room 784 Period T-4 
BERNARD FREAD, M.D. 
New York 


Ideal Refraction Equipment: 
Survey of Instruments Used 


Refraction is most important in the 
daily routine of every ophthalmologist. 
A good part of each working day is spent 
with details of refraction and not enough 
emphasis has been placed upon the tools 
necessary to make refraction. easier, 
more accurate, and less time consuming. 


Every major refraction instrument 
manufactured in the United States and 
in the larger optical plants of England, 
France, Germany, Italy, Japan and 
Switzerland will be discussed. About two 
hundred lantern slides will graphically 
illustrate this equipment. 
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Attention will be given not only to 
elementary equipment used by the be- 
ginner but also to elaborate devices used 
for the objective and subjective measure- 
ment of refraction of particular interest 
to the experienced ophthalmologist. 


The name, function, manufacturer, 
and current cost of the various instru- 
ments will be reported. 


COURSE 165 
Room 778 Period T-6 
WILFRED E. FRY, M.D. 
Philadelphia 


Inflammatory and Degenerative Lesions 
at the Posterior Pole of the Eye: 
Differential Diagnosis 


Not only must a differential diagnosis 
be made between inflammatory and de- 
generative lesions at the posterior pole 
of the eye but these conditions must also 
be distinguished from malignant lesions. 
The factors governing diagnosis of ma- 
lignant lesions at the posterior pole of 
the eye will differ from those governing 
diagnosis of lesions in the midzone or in 
the anterior segment. When the lesion 
is in the midzone or the anterior seg- 
ment, distinction must be made between 
a serous and a solid detachment. When 
the lesions are in the posterior segment, 
the diagnosis must be made upon the 
ophthalmoscopic appearance all 
other information that can be afforded 
by a complete examination of the patient. 


The situation is different when the 
macula alone is involved, or when the 
region of the disc is involved. 


Types of lesions as they involve the 
macula and the perioptic region will be 
illustrated and the management dis- 
cussed. 


COURSE 166 
Room 784 Period T-5 
SAMUEL GARTNER, M.D. 
New York 


Fundus Diseases: Clinical and 
Pathologic Correlations 


The fundus pictures in many diseases 
will be correlated with the clinical course 
of the disease and essential pathologic 


findings. Numerous photomicrographs of 
eyes obtained at autopsy will demon- 
strate the vascular diseases, blood dys- 
crasias, diabetes, and a number of neu- 
rologic disorders, including papilledema, 
optic neuritis, multiple sclerosis and the 
chiasmal syndrome. 


COURSE 167 
Room 705 Period T-6 
J. CONRAD GEMEROY, M.D. 
Detroit 


External Diseases 


This lecture on external eye diseases, 
their diagnosis and treatment, is illus- 
trated with kodachrome slides to show 
the usual, as well as some unusual, dis- 
eases of the lids, conjunctiva, and cornea. 
These illustrations will be projected 
stereoscopically in color on the screen. 


COURSE 168 
Room 743 Period M-6 


HAROLD GIFFORD, JR., M.D. 
Omaha 


Local Anesthesia with Special Reference 
to Deep Motor Block 


The methods of producing complete 
ocular anesthesia as well as complete 
motor block of the extraocular muscles 
will be discussed. The anatomy of the 
orbit with reference to the nerves and 
blood vessels will be reviewed in detail. 
The technique will be described with 
slides and motion pictures. This tech- 
nique produces a long-lasting anesthesia 
and reduces the pressure on the globe 
from the extraocular muscles. This is im- 
portant to prevent vitreous loss and has 
proved valuable in strabismus and ret- 
inal surgical procedures. 


COURSE 169 
Room 784 Period M-5 or T-6 


JOHN F. GIPNER, M.D. 
Rochester, N. Y. 


Recent Advances in Ophthalmic Surgery 


This lecture will include discussions 
of perpendicular incisions versus shely- 
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ing incisions in cataract surgery; choice 
and number of sutures for tightly clos- 
ing the cataract section; advantages of 
gut suture: intravenous sedation; use of 
alpha-chymotrypsin; anterior chamber 
lenses and corneal lenses. 


The newer techniques in glaucoma 
surgery, including the use of scleral 
cautery in several procedures, will also 
be considered. 


COURSE 170 


Room 716 Period M-6 


GEORGE M. HAIK, M.D. 
New Orleans 


Mechanics of Intracapsular 
Cataract Extraction 


The primary objective of cataract sur- 
gery is to deliver the lens by a technique 
which is at the same time simple and 
safe, and which is attended with a mini- 
mum of postoperative complications. In 
spite of the numerous improvements 
which have been introduced, a technique 
which meets all of these criteria has not 
yet been found. On the contrary, all of 
the techniques now employed are some- 
times associated with serious hazards 
and may be followed by serious complica- 
tions. 


For many years intracapsular extrac- 
tion has been the preferred technique of 
cataract surgery. One reason, perhaps, 
that it is not yet as satisfactory as it 
might be is that too little attention has 
been paid to the preliminary steps of re- 
leasing the lens from its attachments and 
its subsequent subluxation. When these 
steps have been accomplished properly, 
without rupture of the lens capsule, the 
remaining steps of the operation are usu- 
ally relatively easy. 


COURSE 171 
Room 744 Period W-6 


G. PETER HALBERG, M.D. 
New York 


Clinical Problems 


Anatomy and physiology of the lacri- 
mal system will be presented. Tear for- 


Tear Formation: 


INSTRUCTION SECTION 


mation, the function and purpose of 
tears, and their chemical composition 
will be discussed. Theory and practice of 
the Schirmer test will be discussed and 
its application demonstrated. Paper- 
electrophoretic method of tear analysis 
will be presented. Clinical problems 
arising from underproduction and over- 
production of tears will be emphasized. 
Sjogren’s syndrome will be discussed in 
detail. Special attention will be directed 
to the “borderline dry eye,’ a problem 
which may not be easily recognized. Spe- 
cial reference will be made to contact 
lens problems and the role of tear fluid 
in contact lens tolerance. Pathology of 
the lacrimal punctum will be discussed. 


Lectures will be illustrated by ko- 
dachrome slides, photographs, and prac- 
tical demonstrations of the different 
testing methods. 


COURSE 172 
Room 711 Period W-4 


THOMAS R. HEDGES, JR., M.D. 
Philadelphia 


Neuralgias of the Head: Treatment 


This subject, important in the daily 
practice of our specialties, concerns, pri- 
marily, a proper evaluation and classifi- 
cation of head pain with relation to its 


fundamental mechanisms. Once a clear 
outline of their differential diagnosis and 
origins is presented, all the neuralgias 
of the face, both typical and atypical, as 
well as other types of vascular headaches 
and head pain from other causes, can be 
treated intelligently. Each year new 
methods of diagnosis and treatment ap- 
pear in the literature. These will be cov- 
ered in detail with particular aim toward 
the practical office management of these 
problems. 


COURSE 173 


Room 744 Period M-6 


JOHN W. HENDERSON, M.D. 
Ann Arbor, Mich. 


Intracranial Arterial Aneurysms: 
Ophthalmic Findings 
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The ophthalmic findings of arterial 
aneurysms of the circle of Willis will be 
discussed on the basis of a series of 119 
cases studied at the University of Michi- 
gan. Cranial nerve involvement, visual 
symptoms and findings, and funduscopic 
findings will be analyzed. Case sum- 
maries and arteriograms of pertinent pa- 
tients will be noted. The importance of 
the ophthalmologist’s early awareness of 
such a diagnosis is stressed. 


COURSE 174 
Room 721 Period Th-4 


HOWARD F. HILL, M.D. 
Waterville, Maine 


Cataract Surgery: 
Keratome and Scissors Technique 


Incision and closure of the cataract 
wound will be discussed, with special 
reference to certain advantages in using 
the keratome and scissors. Emphasis 
will be placed upon many small details 
that are occasionally overlooked, each 
one of which is important in perfecting 
this technique. 


Proper use of special instruments will 
be discussed. New developments in 
wound closure and improved methods in 
suture technique especially adapted to 
this method will be described. 


Slides and motion pictures will be 
used in describing this new technique, 
including zonulolysis. 


COURSE 175 
Room 778 Period M-6 
WILLIAM T. HUNT, JR., M.D. 
Philadelphia 


Problems in Accommodation: 
Finding of Near Point 


The distant refractive state will first 
be considered. Balancing the refraction 
for distance and near is a concern. Fac- 
tors which may modify the distant cor- 
rection for use at near points, such as 
accommodation, phoria and other find- 
ings will be evaluated in their relation- 
ship to each other. The use of the cross 


cylinder at near, including its use with 
grid charts and the red-green lantern 
findings are to be discussed. 


COURSE 176 
Room 784 Period M-6 
JERRY H. JACOBSON, M.D. 
New York 


Clinical Electroretinography 


The change in the electrical status of 
the retina when it is functioning can be 
detected and recorded by the relatively 
simple technique of electroretinography. 
The test has been shown to be of value 
in the early diagnosis of retinal degener- 
ations, in retinal detachment, and in 
evaluation of the status of a retina ob- 
scured from ophthalmoscopic view by 
cataract, vitreous or corneal opacity. 


This course will include a description 
of the technique of the test, with empha- 
sis on the facility with which it can be 
performed in almost any hospital, and a 
discussion of present and future appli- 
cations. A motion picture will illustrate 
the actual technique. The related electro- 
physiological technique of electromyog- 
raphy will also be discussed. 


COURSE 177 
Room 778 Period W-4 


CHARLES E. JAECKLE, M.D. 
East Orange, N. J. 


Nonstrabismic Abnormalities of 
Binocular Vision: Diagnosis and 
Treatment 


Accommodation and vergence in terms 
of stimulus-response mechanisms will be 
reviewed. With this physiologic back- 
ground, a clinically useful classification 
of nonparalytic oculomotor abnormalities 
will be presented. The role of accommo- 
dation and fusional deficiencies in rela- 
tion to heterophoria and comfortable 
binocular vision will be stressed. Empha- 
sis will be on the problems encountered 
daily in every ophthalmologist’s office. 


Specific signs and symptoms of non- 
strabismic disturbances of binocular 
vision will be indicated. With the aid of 
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basic office refraction equipment, simple 
but effective methods of diagnosis and 
treatment will be demonstrated. 


COURSE 178 
Room 796 Period W-6 


ARTHUR J. JAMPOLSKY, M.D. 
San Francisco 
Ocular Divergence: Management 
Anomalies of divergence follow a gen- 
eral pattern of exophoria, intermittent 
exotropia at distance, intermittent exo- 
tropia at distance and near, and constant 
exotropia. The importance of suppres- 
sion, both axial and hemiretinal, is para- 
mount in proper surgical or orthoptic 
management. The prognosis and meth- 
ods of treatment (optical, orthoptic, and 
surgical) differ markedly in exophoria, 
intermittent exotropia, and constant exo- 
tropia. The function of fusional diver- 
gence is to be differentiated from the 
passive and active factors producing in- 
termittent and constant exotropia. The 
sensory and motor mechanisms in diver- 
gence anomalies differ in visually young 
and visually adult patients, and the 
management should be modified accord- 
ingly. 


COURSE 179 


Room 784 


Period W-4 


FRED JOBE 
Rochester, N.Y. 


BY INVITATION 


Ophthalmic Instruments: 
Practical Information 


The efficient use of an instrument de- 
pends to a large extent on its mainten- 
ance and adjustment. A knowledge of the 
performance that can be expected is basic 
in the proper use of any instrument. This 
course is designed to give the ophthal- 
mologist a better understanding of his 
equipment. The fundamental design and 
construction of the commonly used in- 
struments will be discussed. The ma- 
terial will include ophthalmoscopes, ret- 
inal cameras, slit lamps, refractors and 
keratometers. 
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COURSE 180 


Room 795 Period T-6 


CARL CORDES JOHNSON, M.D. 
Boston 


Ptosis 


The selection of the proper operation 
for a given case of ptosis is the theme of 
this course. 


Ptosis will be classified into its various 
categories, with particular emphasis on 
congenital ptosis. The part played by as- 
sociated anomalies will be stressed. 


Various types of operations will be 
considered, with particular emphasis on 
the lecturer’s method of levator resection 
as done through a skin incision. The 
course will be illustrated by slides and 
a motion picture. 


COURSE 181 
Period W-6 


HAROLD H. JOY, M.D. 
Syracuse, N. Y. 


Chronic Glaucoma: Surgical Management 


The object of this course is to present 
in a practical manner the indications and 
contraindications for surgical interven- 
tion, the proper choice of operation, the 


various standard techniques, the han- 
dling of operative and postoperative com- 
plications, and the procedures to be used 
when reoperation is necessary. 


The dangers and disadvantages of sur- 
gical intervention are analyzed, as are 
the salient features which should deter- 
mine whether or when an operation is 
indicated. Particular attention is paid to 
selecting a procedure which will best 
meet the needs of the case at hand with 
special reference to the condition of the 
chamber angle. The standard techniques 
are discussed in detail, including modi- 
fications, safety measures, complications, 
and reoperations. 


COURSE 182 


Room 786 Period W-6 
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KELVIN A. KASPER, M.D. 
Philadelphia 


Dacryocystorhinostomy 


A modified version of the Mosher-Toti 
operation, which requires no suturing of 
the lacrimal sac to the nasal mucosa, 
will be demonstrated. The regional anat- 
omy, the various structures encountered, 
the limits of safety, and the methods used 
to prevent later closure will all be con- 
sidered. Preoperative preparation, exact 
technique of local anesthesia and post- 
operative care will also be outlined. 


A film in color will show the entire 
operation. Enlarged paintings of the 
various steps will also be shown. 


COURSE 183 
Room 784 Period W-5 


DEWEY KATZ, M.D. 
Hartford, Conn. 


Ophthalmic Anatomy: Clinical 
Significance and Application of 
Recent Advances 


This course will be devoted to a pres- 
entation and discussion of recent ad- 
vances in the realm of ocular anatomy 
and histology, the clinical significance of 
such advances, and the important clinical 
applications of some of the lesser known 
anatomic facts as well as a few of the 
well established ones. The anatomic basis 
for a number of clinical entities and the 
practical surgical import of some unusual 
anatomic facts will be discussed. 


COURSE 184 
Room 731 Period W-6 


I. HERBERT KATZ, M.D. 
Syracuse, N. Y. 


Common Eye Diseases of Dogs and 
Their Therapy 


The following points will be consid- 
ered: (1) medicolegal aspects, including 
relationship of doctors of medicine and 
veterinarians; (2) external diseases, in- 
cluding injuries, melanotic keratitis, 
keratomalacia, ulcers and other corneal 
affections; (3) glaucoma, cataract, and 
fundus diseases. 


The presentation will be illustrated by 
numerous colored slides and emphasis 
will be placed on the differences between 
human and dog conditions. 


COURSE 185 
Room 706 Period W-4 


THOMAS P. KEARNS, M.D. 
Rochester, Minn. 


Unusual Neurologic Motor Anomalies: 
Clinical Diagnosis 


A number of the more unusual motor 
anomalies of a neurologic nature are 
discussed. Emphasis is placed on the un- 
usual anomalies to enable the ophthal- 
mologist interested in neuro-ophthal- 
mology to acquaint himself better with 
all forms of extraocular movement dis- 
orders. Chronic, progressive external 
ophthalmoplegia, aberrant regeneration 
of the third nerve, skew deviation, nys- 
tagmus retractorius, “‘doll’s eyes’’ move- 
ments and oculogyric crisis are included 
in the conditions discussed. A motion 
picture will illustrate the various condi- 
tions. 


COURSE 186 
Room 781 Period T-5 
ROSCOE J. KENNEDY, M.D. 
Cleveland 


Ocular Manifestations of Systemic 
Diseases 


Many systemic diseases have charac- 
teristic ocular manifestations. Every oph- 
thalmologist should be familiar with 
these for better recognition and handling 
of these cases. Any and all parts of the 
eye may be involved by many of these 
diseases. 


The recognition of some of the more 
common systemic diseases by their ocu- 
lar manifestations will be discussed; e.g., 
hyperthyroidism, syphilis, tuberculosis, 
diabetes mellitus, blood dyscrasias, vas- 
cular occlusions. 


Other less common diseases, such as 
lupus erythematosus, sarcoidosis, brucel- 
losis, tularemia, myasthenia gravis, and 
Wilson’s disease, will be reviewed. 
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Colored slides will be used to demon- 
strate the various manifestations. 


COURSE 187 
Room 777 Period W-4 


JOHN HARRY KING, JR., M.D. 
Washington, D. C. 


Lamellar Corneal Transpl 


Nonpenetrating keratoplasty is im- 
portant to every ophthalmologist because 
of its wide applications in many aspects 
of corneal pathology. According to 
Magitot, this technique ‘can be used 
with success in 75 per cent of the cases 
where perforating keratoplasty is used 
today.’’ It is a much safer procedure 
than penetrating transplantation and 
should therefore be preferred where 
benefit can be expected. The indications 
for its use will be discussed, including op- 
tical, preparatory, therapeutic, and mis- 
cellaneous. Diagnostic and examination 
methods will be described. Surgical tech- 
niques, instrumentation, complications, 
postoperative care, and donor materials 
will be discussed. Emphasis will be 
placed upon the application of this 
method in the treatment of common 
corneal conditions. Colored slides and 
motion pictures will illustrate the lec- 
ture. 


Room 744 Period Th-4 


JOHN HARRY KING, JR., M.D. 
Washington, D. C. 


Transplantation of Preserved Ocular 
Tissues 


Donor eye tissues are often not avail- 
able to meet the increased demands oc- 
casioned by recent progress in ocular 
surgery. This is particularly important 
when tissues are needed for emergency 
use. 


Corneas can be preserved in long-term 
storage for successful use in lamellar 
keratoplasty. The methods in current use 
are (1). freezing after pretreatment with 
glycerin, and storage in the €rozen state, 
(2) freeze-drying (lyophilization) and 
storage sealed in a vacuum at room tem- 


perature and (3) dehydration in glycerin 
and storage in vacuum at room tempera- 
ture. Each method will be described and 
the techniques of utilizing preserved 
corneas will be shown. 


The various uses for which sclera can 
be preserved will be described. Vitreous 
preservation in lyophilized form and its 
implantation in retinal detachment and 
transplantation in patients with cloudy 
media will be discussed and illustrated. 


COURSE 189 
Room 727 Period T-6 


BERTHA A. KLIEN, M.D. 
Chicago 


Clinical Pathology of the Retina 


The clinical manifestations of a dis- 
eased retina and pigment epithelium, and 
the pathogenesis of retinal disease in 
general will be discussed prior to a dem- 
onstration of the specific findings in a 
selected group of such diseases. Special 
emphasis will be placed upon the diag- 
nosis of functional, inflammatory, and 
degenerative lesions of the macula lutea 
and on their differential diagnosis with 
relation to melanotic tumor, where this 
question arises. 


COURSE 190 


Room 795 Period M-6 


ABRAHAM L. KORNZWEIG, M.D. 
New York 


Clinical Embryology 


A study of the embryology of the eye 
has many practical values for the oph- 
thalmologist. It enables him to under- 
stand the structure of the eyeball by see- 
ing how it developed. This. helps him to 
appreciate the functioning of the differ- 
ent parts of the globe. Above all, it aids 
in the differentiation of defects in the 
eye due to developmental and hereditary 
causes from those due to environmental 
conditions. 


A series of slides will be shown dem- 
onstrating critical periods in the devel- 
opment of the human eye. Special atten- 
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_,tion will be given to abnormalities of 
the eye; congenital cataracts; congenital 
hydrophthalmos; typical colobomas of 
the iris, choroid, ciliary body and optic 
nerve; aniridia: microphthalmia: ab- 
normalities of the optic disc; congenital 
defects in the retina; and retrolental 
fibroplasia. 


COURSE 191 


Room 706 Period T-5 
or or 
Room 705 Period W-6 
BERNARD KRONENBERG, M.D. 
New York 


Practical Ocular Therapeutics 


This course will present therapeutic 
measures for the most common and fre- 
quent ocular problems. Diseases of the 
cornea, uvea, vitreous and retina will 
be discussed. The course will also de- 
lineate the limitations of our knowledge 
in the therapy of some of the baffling 
diseases. An attempt will be made to 
keep the discussion on a practical level. 


COURSE 192 


Room 736 Period W-6 
PETER C. KRONFELD, M.D. 
Chicago 


Present Trends in Ocular Pharamacology 


Of the many current clinical or lab- 
oratory investigations pertaining to the 
use of drugs in ophthalmology, the fol- 
lowing are outstanding because of their 
actual or potential practical applications: 


1. Investigations into the mechanism of 
the action of epinephrine upon the 
ciliary body, correlated with clinical 
trials of the drug in different types 
of glaucoma 


to 


Comparison of the bactericidal prop- 
erties of polymyxin and colimycin and 
its derivatives in experimentally in- 
fected laboratory animals 


3. Clinical trial of the new fungicides 
suitable for systemic use 


4. Clinical trials of new enzymes such 
as fibrolysin in thrombophlebitis 


367 
COURSE 193 
Crystal Room Period M-6 
PETER C. KRONFELD, M.D. 
Chicago 


Medical Management of Eye Lesicns 
Resulting in Increased Pressure 


COURSE 194 
Room 744 Period W-5 


BRENDAN D. LEAHEY, M.D. 
Lowell, Mass. 


Corneal Transplantati 


Practical points in preparatory sur- 
gery and therapy, operative techniques, 
and complications will be stressed, with 
special emphasis on current trends in 
graft fixation. The author’s preplaced 
track suture method will be described. 
With this technique, silk sutures are in- 
serted, running 1 mm. on each side of 
the trephine mark. These are stained 
with methylene blue and pulled through, 
leaving blue tracks for the subsequent 
direct sutures. Corresponding preplaced 
sutures are inserted in the graft with the 
aid of a plastic turret-style holder. For 
grafts up to 6 mm. in diameter, overlying 
sutures are also utilized. 


The lecture will be illustrated by a 
series of eighty-five slides and a short 
motion picture, with sound, of one op- 
eration. 


COURSE 195 
Room 733 Period T-4 or W 4 
PLACIDUS J. LEINFELDER, M.D. 
lowa City 


Perimetry and Use of the Tangent Screen 


A discussion of the relative values of 
perimetry and tangent screen in the ex- 
amination of patients with neurologic 
diseases and glaucoma. Exceptions will 
be pointed out. 


Description of the technique used for 
each method is given and the importance 
of the use of proper test. objects is ex- 
plained. 
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COURSE 196 
Room 743 Period W-5 
ROBERT W. LENNON, M.D. 
Joliet, Ill. 


Angle Closure Glaucoma: Therapy 


The therapy of angle closure glaucoma 
will be divided into medical and surgical 
categories. Medical treatment will be 
discussed from the standpoint of local 
and oral medication. Special reference 
to the pharmacologic and physiologic ac- 
tions of all the drugs employed in angle 
closure glaucoma will be made. Para- 
sympathomimetic and sympathomimetic 
agents will be reviewed. Miotics will be 
classified and their physiologic action on 
the pupil described. A review of Diamox 
will be given, and this drug’s role in 
treatment will be explained. 


Surgical intervention in angle closure 
glaucoma will be discussed with special 
reference to the types of operations as 
well as to the timing of the procedures. 


The lecture will be supplemented by 
the use of colored slides. 


COURSE 197 
Room 744 Period T-5 
IRVING H. LEOPOLD, M.D. 
Philadelphia 


Advances in Ophthalmic Therapy 


Experience with old and new drugs 
affords the ophthalmologist the oppor- 
tunity to properly evaluate their thera- 
peutic measures. The undesirable side 
effects of some drugs are discovered 
when the drug is tried: with others these 
effects become evident only with the pas- 
sage of time and accumulation of expe- 
rience. 


During the past year, several new an- 
tibiotics and chemotherapeutic agents 
have been introduced. Prophylactic ther- 
apy in intraocular surgery has come un- 
der careful scrutiny, and the importance 
of fungi as well as bacteria, as potential 
invaders after surgery requires accurate 
analysis. 


The latest medications in glaucoma 
have many interesting physiologic and 
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pharmacologic aspects. Their proper po- 
sition in therapy and the method of se- 
lection for therapy have to be based on 
experience of the last few years. In the 
past year, several new steroids have 
been introduced and evaluated. Fibrino- 
lytic agents and new anticoagulants are 
being evaluated for ocular vascular ac- 
cidents and fundic lesions. 


Degenerative diseases have attracted 
attention from a therapeutic standpoint. 
These new therapies have created new 
problems. The ophthalmologist should be 
stimulated to review his therapeutic ap- 
proach to each disease. 


COURSE 198 
744 Period M-4 


IRVING H. LEOPOLD, M.D. 
LEONARD APT, M.D. 
Philadelphia 


Chemotherapy 


Room 


Chemotherapy in ophthalmology in- 
cludes treatment with those agents which 
are anti-infective: those which act 
against neoplasms; and those which 
have a vascular effect, either on the wall 
of the vessels or in the contents of the 
vessels. It is well understood that most 
of these agents act either as inhibitors 
of enzymes or by localizing on a specific 
receptor on an infected organ. Many of 
these agents will work in combinations. 
Such combinations may be synergistic, 
additive or antagonistic, or they may be 
indifferent to one another. There appears 
to be a definite relationship between 
chemical structure and biological action 
in some compounds. There are many 
questions relating to the inherent con- 
nection of solubility and diffusability of 
the drug with its penetration of tissue 
and eventual combination with the bi- 
ologic system. 


Dosage schedules have to be known 
for children as well as for adults, and it 
is imperative that for the proper action 
of each drug, the preferred method of 
administration be employed as well as 
the proper dosage. Evaluation of new 
agents is a must for every practicing 
physician, for he must be in a position 
to evaluate each new agent which he in- 
tends to use. 
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COURSE 199 
Room 781 Period T-4 
CECIL W. LEPARD, M.D. 
Detroit 


Eye Diseases Common to Children 


Those ocular diseases occurring pri- 
marily in children constitute a group of 
special interest to the ophthalmologist, 
particularly when the method of exami- 
nation or the differential diagnosis dif- 
fers from that for those diseases in the 
adult. The technique and results of ex- 
amination of premature infants will be 
discussed. The following syndromes will 
be discussed: neuroblastoma, chloroma, 
Schueller-Christian’s disease, and eosino- 
philic granuloma. The discussion will be 
illustrated by lantern slides showing 
photomicrographs and findings in the 
eye and orbit. 


COURSE 200 


Room 726 Period T-6 


IRVING LEVY, M.D. 
Trenton, N. J. 


Practical Uses of Contact. Lenses 


Today contact lenses have more than 
hurdled the bridge of vanity into the 
realm of function. Every ophthalmologist 
must be aware of the indications for con- 
tact lenses. He should also be acquainted 
with the different makes and types of 
contact lenses. Whether he personally 
fits or does not fit contact lenses, he 
should be able to recognize the elements 
of a successful contact lens fitting. He 
should also be able to recognize the 
reasons for discomfort and failure in con- 
tact lens fitting. These fundamentals 
along with the technique of contact lens 
fitting will be discussed in this course. 


COURSE 201 
Period W-6 


J. EARL LEWIS 
Chicago 


BY INVITATION 


The Practical Use of Mechanical 
Visual Aids in the Poor Sighted 
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Mechanical aids available to the oph- 
thalmologist through his optician for 
patients requiring subnormal! vision aids 
will be discussed. 


Case histories will be presented to il- 
lustrate practical application in this con- 
nection. 


There is evidence which supports the 
assertion that subnormal vision aids are 
rehabilitating a substantial number of 
patients to a more self-reliant and use- 
ful life. 


COURSE 202 


Room 705 Period Th-4 


JAY G. LINN, JR., M.D. 
Pittsburgh 


Evaluation of the Patient for Surgery 
in Open Angle Glaucoma 


Recent advances in medical treatment 
of glaucoma have made surgery for this 
condition less frequently necessary. 
When surgery is required, great care 
must be taken in the selection of the 
operation. 


There are many factors which must be 
considered in the individual case. They 
are found only by a thorough examina- 
tion of the eye. Age, general health, and 
race sometimes influence the choice of 
procedure, as does the condition of the 
conjunctiva, cornea, iris and lens. The 
decision for the type of surgical opera- 
tion to be used is reached only after care- 
ful consideration of all the known fac- 
tors. There is no routine filtering opera- 
tion for all open angle glaucomas. 


The techniques involved in the various 
surgical procedures for open angle glau- 
coma will be considered in selection of 
the surgical operation. The operations 
will be discussed from this point of 
view. 


COURSE 203 
Room 726 Period W-4 
RALPH I. LLOYD, M.D. 
Brooklyn 


Fundus Lesions of the Senile Eye 
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A number of fundus conditions seen in 
the macular area of aging eyes have been 
rated as entities but are really stages of 
a process resulting from the effects of 
time upon the elastic tissues of the lam- 
ina of Bruch and the choroidal vessels. 
The earliest phase is seen frequently in 
the eyes of older persons as an atrophy 
of the choroidal pigment exposing the 
sclerotic choroidal vessels. If the condi- 
tion progresses, subretinal hemorrhages 
and exudate occur, with Coats’s disease, 
disciform degeneration of the macula and 
angioid stripes as the final phase. Some 
of these lesions must be differentiated 
from metastatic lesions and tumor. As 
few of these eyes come to the laboratory, 
study of these lesions through the vari- 
ous stages is important. 


COURSE 204 
Room 716 Period T-6 
JOHN CHENAULT LONG, M.D. 
Denver 


Retinoblastoma and the 
Pseudoretinoblastomas: Differential 
Diagnosis 


Familiarity with the clinical features 
of retinoblastoma will make it easier to 
differentiate between this and other con- 
fusing ocular disorders of childhood. The 
characteristics of retinoblastoma and the 
various pseudoretinoblastomas will be 
liscussed. The technique of the diagnos- 
tic examination will be stressed. The aim 
of the presentation is to facilitate ac- 
curate diagnosis of these conditions by 
the clinician who sees them only infre- 
quently. 


COURSE 205 
Room 743 Period T-6 


VIRGINIA LUBKIN, M.D. 
New York 


Psychosomatic Aspects of Ophthalmology 


Emphasis this year will be upon sub- 
jects selected from the large realm cov- 
ered by the newer psychophysiology. The 
following topics will be discussed: 


1. Recent developments in glaucoma 
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2. Physiology and clinical utility of hyp- 
nosis 


3. Experimental advances in the neuro- 
physiology of the psychosomatic 
process 


4. Selected case material demonstrating 
diagnostic error based upon disre- 
gard of the psychogenic in daily prac- 
tice of ophthalmology 


COURSE 206 


Room 724 Period M-4 
ANGUS L. MacLEAN, M.D. 


Baltimore 
Cataracts: Surgical Management 


This subject will be considered with 
respect to preliminary examination, pre- 
operative preparation, the operation, and 
postoperative care. The general prelimi- 
nary examination, including necessary 
specific tests, and the detailed local ex- 
amination of the eye will be outlined. 
Preoperative preparation, including both 
general and local procedures, will be dis- 
cussed. Significant points in the operative 
technique will be considered, including 
the use of the conjunctival flap as op- 
posed to no flap and the choice of tech- 
niques for the extraction of the lens in 
keeping with the age of the patient, the 
maturity of the cataract and the type of 
cataract. Postoperative care, from the 
procedures immediately following the 
operation to the final refraction and fit- 
ting with glasses, will be comprehensive- 
ly discussed. 


There will be a motion picture dem- 
onstration. 


COURSE 207 
Room 727 Period M-6 
AUREL E. MANGOLD 
New York 


BY INVITATION 
Proper Fitting of Glasses 


This discussion will stress the follow- 
ing subjects: 


1. The necessity of analyzing the pre- 
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scription so that the finished glasses 
will give maximum comfort and 
efficiency 


2. Anisometropic prescriptions and 


their effects on reading comfort 


3. The importance of individual pupil- 
lary distance measurements 


4. Lens form and its effect on visual 
comfort 


5. The importance of vertex distance 


The proper selection of bifocals in 
cases of hyperopia and myopia 


Colored lenses 


8. Zeiss, Kollmorgen and Feinbloom 
telescopic and microscopic systems 


9. Methods of determining causes of 
patients’ complaints with finished 
glasses 


10. Suggested procedure for examina- 
tion of a pair of glasses 


COURSE 208 


Room 712 Period W-4 


MORTIMER MANN, M.D. 
Indianapolis 


Vascular Changes in the Fundus: 
Clinical Interpretation 


The proper interpretation of the 
changes produced in the fundus as a re- 
sult of arterial hypertension depends on 
their correlation with other clinical and 
laboratory data. The various ophthal- 
moscopic findings in essential hyperten- 
sion, malignant hypertension, toxemia of 
pregnancy, and acute and chronic nephri- 
tis will be presented and discussed in re- 
lationship to other manifestations of 
these diseases. The extent to which ob- 
servations of the fundi are helpful in 
prognosis and treatment will also be con- 
sidered. 


COURSE 209 
Room 721 Period T-4 


WILLIAM MANN, M.D. 
Chicago 


Interpretation of 
Functional Changes in Vision 
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Visual disturbances which are not or- 
ganic in origin are encountered frequent- 
ly by the ophthalmologist in private prac- 
tice as well as by the industrial or mili- 
tary ophthalmologist. 


It is important that functional visual 
impairment be differentiated from organ- 
ic visual impairment. The recognition, 
basic etiology and treatment of various 
forms of functional disorders will be 
discussed. Hysteria and malingering 
should be differentiated. Though most 
of these patients are referred to a psy- 
chiatrist for treatment, the ophthalmolo- 
gist should recognize what he can do 
in treating them. 


COURSE 210 
Room 713 Period Th-4 


PAUL L. MARKS, M.D. 
Baton Rouge, La. 


Electrical Currents Used in 
Ophthalmology 


An attempt will be made to explain the 
physical principles underlying the vari- 
ous electrical currents available to the 
ophthalmologist. An understanding of 
these principles will enable the surgeon 
to purchase his equipment more intelli- 
gently. What is more important, he will 
know what to expect following the use 
of various appliances. Among topics for 
discussion will be vacuum tube and spark 
gap circuits, high and low frequency cur- 
rents, and cutting and coagulating cur- 
rents. This will be correlated with the 
equipment that is now available for pur- 
chase. 


COURSE 211 
Room 727 Period W-6 


DON MARSHALL, M.D. 
Kalamazoo, Mich. 


Differential Diagnosis and Treatment 
of Infections of the Lids 


The infections of the lids and their 
management will be discussed, including 
differential diagnosis from simulating 
lesions. Emphasis will be on the clinical 
and practical aspects of the more com- 
mon conditions. Primary conjunctivitis 
and lacrimal diseases will be considered 
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briefly. Some items covered will be 
blepharitis, meibomian infections, herpes 
simplex and zoster, vaccinia, Parinaud’s 
syndrome, and fungus infections. Colored 
photographs will illustrate part of the 
lecture. 


COURSE 212 


Room 781 Period T-6 


MALCOLM A. McCANNEL, M.D. 
Minneapolis 


Efficiency in the Office: 
Layout and Equipment 


Office layout which is practical from 
the clinician’s standpoint, personnel ef- 
ficiency, and the hard facts of business 
administration is a problem which must 
be dealt with by the ophthalmologist be- 
ginning in practice. 


This course is designed for the oph- 
thalmologist about to open an office. 
Points under consideration will cover a 
wide range. Among them will be tips on 
office planning; practical complete rec- 
ord keeping; communication between the 
staff and office personnel: a simplified ex- 
amination procedure form: instruments 
to aid in the refraction process; the use 
of color in the office, and other matters 
important in the organization and man- 
agement of an efficient office. 


There will be time for open discussion 
of mutual problems. Registrants may 
wish to submit office plans prior to the 
meeting, for consideration at the end of 
the instruction hour. 


COURSE 213 


Room 732 Period T-6 
or or 
Room 781 Period W-5 


JAMES L. McGRAW, M.D. 
Syracuse, N. Y. 


Contact Lenses 


In this course the relative merits of 
contact lenses as compared with spec- 
tacles will be presented. The advantages 
and disadvantages of the various types 
of contact lenses will be reviewed. 
Among the lenses to be discussed are the 
conventional fluid lens, the corneal lens, 
and the ventilated lens. 
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Comparative fitting time, wearing 
time, and subjective and objective effects 
of the various lenses will be discussed. 
Indications and contraindications for 
contact lenses will be presented. 


COURSE 214 


Room 726 Period W-5 


WILLIAM P. McGUIRE, M.D. 
Winchester, Va. 


Cataract: Management of the Patient 


This course is offered because it is felt 
that some discussion of the management 
of the patient with cataract will be help- 
ful. Discussion of the various surgical 
procedures will be held to a minimum. 
The psychological approach to the prob- 
lem, both in the preoperative and post- 
operative phases, will be emphasized. 
Problems in refraction encountered in 
the rehabilitation of the patient with 
aphakia will also be considered in some 
detail. 


COURSE 215 


Room 712 Period T-6 


GEORGE R. MERRIAM, JR., M.D. 
New York 


Radiotherapy in Ophthalmology 


The use of radiation in the treatment 
of ocular lesions will be discussed with 
particular emphasis on the late effects. 
The clinical course of the various dis- 
eases will be described briefly and the 
anticipated benefits of irradiation evalu- 
ated in terms of other therapeutic meas- 
ures and the possible late sequelae. The 
discussion will be divided into three 
categories: superficial, low voltage, and 
high voltage therapy. The factors, dose, 
treatment time and technique of ther- 
apy will be described for each condition. 


Superficial therapy will include both 
grenz ray and beta radiation and will 
cover treatment of such conditions as 
vernal catarrh, corneal vascularization, 
precancerous melanosis, recurrent pter- 
ygia, nodular episcleritis, phlyctenular 
keratitis, bullous and filamentary kerati- 
tis, and resistant corneal ulcers. 


Low voltage therapy will comprise pri- 
marily the treatment of epithelization of 
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the anterior chamber. A brief discussion 
will be given of the relative values of ir- 
radiation and surgery in the treatment 
of basal and squamous cell carcinomas 
of the lid. 


High voltage therapy will cover such 
lesions as retinoblastoma, ocular lympho- 
sarcoma, orbital hemangiomas and met- 
astatic carcinoma to the eye or orbit. 


COURSE 216 


Room 731 Period T-6 
W. HOWARD MORRISON, M.D. 
Omaha 


Glaucoma: Office Management 


The control of glaucoma as an office 
procedure will be considered. Attention 
will be directed to the action of medica- 
tions and their proper prescription. Par- 
ticular emphasis will be placed upon the 
use of miotics together with drugs that 
decrease the production of aqueous. 


The importance of the individual’s 
phasic variation pattern in relation to 
the proper timing of medication will be 
stressed. 


The role and frequency of tonography, 
tonometry, gonioscopy, ophthalmoscopy, 
and biomicroscopy, refraction and peri- 
metry will be stressed. A consideration 
of office records, environmental difficul- 
ties and patient education will be under- 
taken. 


COURSE 217 
Room 743 Period W-6 
WILLIAM F. MURRAH, JR., M.D. 
Memphis 


Aids for Subnormal Vision: 
Clinical Evaluation 


The author will list and classify the 
visual aids which he has used in improv- 
ing the vision, either distance or near, of 
the patient whose best vision, aided or 
not aided by glasses, is poor and unsatis- 
factory. 


Kodachrome slides will be used to 
show these various aids for subnormal 
vision, including telescopic and micro- 
scopic devices; and an evaluation and 


comparison of their physical characteris- 
tics and optical properties will be given 
along with how they may be used. 


The amount of improvement found in 
the different grades of subnormally poor 
vision in a comprehensive series of pa- 
tients following use of the various de- 
vices will be shown, and a frank and 
practical evaluation of these findings is 
presented. 


COURSE 218 
Room 712 Period T-4 


HOWARD A. NAQUIN, M.D. 
Baltimore 


Dislocation of the Lens 


Displacements of the lens will be re- 
viewed from an etiologic and topographic 
point of view. The complications arising 
from displacements of the lens will be 
outlined and their treatment discussed. 
Special emphasis will be given to the 
problem of congenital dislocated lenses 
and arachnodactyly. Associated systemic 
and ocular abnormalities of this syn- 
drome will be discussed. The indications 
for surgical intervention will be present- 
ed, and surgical technique will be dis- 
cussed. Operative and nonoperative com- 
plications in a series of cases will be pre- 
sented. 


COURSE 219 
Room 712 Period W-6 


FRANK W. NEWELL, M.D. 
Chicago 


Radioactive Isotopes in Ophthalmology 


A brief description of the physical 
properties of radioactive isotopes and the 
factors involved in selection of an iso- 
tope for use in man or experimental ani- 
mals will be presented. The use of com- 
pounds labeled with C14 and H3 will be 
discussed, together with the use of iso- 
topes in steady state studies, radioauto- 
graphs, tumor localization, and ocular 
metabolism. 


COURSE 220 


Room 731 Period Th-4 
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FRANK W. NEWELL, M.D. 
Chicago 


Refinements in Ophthalmic Surgery 


In this course, the chief concern will 
be with the development of new instru- 
ments, with improvements in the pro- 
duction of adequate anesthesia, and with 
medications and surgical techniques that 
have proved themselves useful in prac- 
tice. Various techniques will be illus- 
trated by means of kodachrome slides 
and motion pictures. 


COURSE 221 
Room 781 Period W-6 


KENNETH N. OGLE, Ph.D. 
Rochester, Minn. 


Stereopsis: Present Concept 


In this course the basic facts of stere- 
oscopic vision will be considered. The 
topics discussed will include (1) rela- 
tionship to general space perception, (2) 
retinal correspondence, (3) disparate 
images, (4) stereoscopic sensation, (5) 
stereoscopic acuity, (6) limitations as to 
both distance and disparity, (7) relation- 
ship to fusional movements, and (8) 
duration of stimuli. Also, some theoreti- 
cal and practical aspects of stereopsis 
will be considered. Much of the material 
for the course will be based on the re- 
sults of research over the past decade. 


COURSE 222 
Room 728 Period Th-4 


KENNETH N. OGLE, Ph.D. 
Rochester, Minn. 


Binocular Oculomotor Coordination and 
Imbalances 


The physiologic and neurologic com- 
ponents of the convergence processes, es- 
pecially as related to the accommodation- 
convergence association, to fusion and 
fusional movements, and to the accom- 
modative convergence and the proximal 
convergence, will be considered. Also 
discussed will be the phenomenon of fix- 
ation disparity and its use as a tool for 
studying oculomotor imbalances, espe- 
cially when the eyes are subject to the 
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stress of prism vergences and changes 
in the stimulus to accommodation. The 
data of representative cases will be pre- 
sented. 


COURSE 223 
Room 784 Period Th-4 
JAMES A. OLSON, M.D. 
Detroit 


Iritis, Iridocyclitis, Keratitis: 
Differential Diagnosis and Treatment 


This course will present a review of 
the differential diagnostic points in non- 
granulomatous and granulomatous in- 
flammations of the anterior uveal tract 
and the nonsuppurative inflammatory 
lesions of the cornea. Attention will be 
directed to the current methods of ther- 
apy, including the use of corticotropin 
(ACTH), cortisone, and hydrocortisone. 
The efficacy of the various methods of 
administering these agents, the dosages, 
and the problem of prolonged treatment 
and repeated treatment will be discussed. 
The use of antibiotics and the other sup- 
portive therapeutic measures in selected 
cases will be presented. Attention will be 
directed to the continued importance of 
careful physical examinations and the 
subsequent correction of possible causa- 
tive focal defects of generalized disease 
processes. 


COURSE 224 


Room 740 Period T-5 


R. TOWNLEY PATON, M.D. 
New York 


Corneal Transplantation 


This course will include information 
on proper selection of cases, new surgical 
techniques and instrumentation, post- 
operative care of patients and the han- 
dling of complications. Both penetrating 
and lamellar keratoplasty will be dis- 
cussed in detail. The discussion will be 
illustrated with colored slides and a 
short motion picture. 


COURSE 225 


721 Period W-5 
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HUBERT O. PAULSON, M.D. 
Lincoln, Neb. 


Lighting for Comfortable and 
Accurate Seeing 


Illumination plays as important a part 
in correction of asthenopia as do refrac- 
tions and orthoptics. Many industrial and 
home visual tasks can be accomplished 
much more efficiently and comfortably 
with proper illumination. The five re- 
quirements of illumination will be pre- 
sented according to more recent stan- 
dards. The proper use of fluorescent and 
incandescent sources of light will be dis- 
cussed. 


COURSE 226 


Room 702 Period M-6 


CHARLES A. PERERA, M.D. 
New York 


Retinal Detachment 


Successful surgery in serous detach- 
ment of the retina depends upon a knowl- 
edge of the pathologic processes in- 
volved, the etiologic factors, the preop- 
erative study of the patient, and the 
technique of operation. In addition to a 
discussion of these subjects, this course 
will deal with the prognosis as affected 
by preoperative and operative findings. 


COURSE 227 


Room 777 Period M-4 


RAYMOND L. PFEIFFER, M.D. 
IRA 8S. JONES, M.D. 
New York 


Roentgenography of the Eye and Orbit 


Perhaps the most common site of le- 
sions of the orbit is the fossa of the 
lacrimal gland. In addition to the tumors 
of the gland itself, a variety of other le- 
sions may develop in this region and af- 
fect the bone. Since gland tumors may 
invade bone to produce osteolytic or 
osteoplastic reaction, or simply lie ad- 
jacent to deepen the fossa, differential 
roentgen diagnosis may be extremely dif- 
ficult. In this course much material will 
be presented to illustrate the diverse 
pathologic changes observed in this part 
of the orbit. 


COURSE 228 


Room 726 Period T-5 


GUILLERMO PICO, M.D. 
Santurce, Puerto Rico 


Dacryocystorhinostomy 


A technique of external dacryocysto- 
rhinostomy which has been found sim- 
ple, safe and successful will be described 
in detail. Kodachrome slides and a mo- 
tion picture in color will illustrate the 
steps of this operation. The almost com- 
plete absence of bleeding is one of its 
most desirable features. 


Important aspects in the _ regional 
anatomy will be demonstrated. Pre- 
operative preparation, anesthesia and 
postoperative care will be discussed. 


A short review of the evolution of ex- 
ternal dacryocystorhinostomy will be pre- 
sented. 


Room 702 Period W-5 


DOHRMANN K. PISCHEL, M.D. 
San Francisco 


Problems with Light Therapy 


Room 752 Period Th-4 


M. HAYWARD POST, JR., M.D. 
St. Louis 


Refinements of Refraction: 
Methods and Measures for Meeting 
the Problems Encountered 


This discussion will be based upon 
practical experience; therefore, the 
mathematics of optics will be discussed 
only as necessary. The basic principles 
of refraction are presumed to be under- 
stood. Nevertheless, a brief outline of 
the principal methods is in order. 


In general, the methods of refraction 
may be divided into the objective and 
subjective methods. 


Objective Methods 


1. Retinoscopy and its complications. 
2. The keratometer and its limitations. 
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Subjective Methods 
1. The astigmatic dial. 
2. The cross cylinder. 


Specific Problems 


1. Motor anomalies. Esophoria and exo- 
phoria. 


2. Vertical imbalance. 


3. Aniseikonia. While eikonic lenses 
will not be considered in this discus- 
sion, the primary considerations con- 
cerning the proper position of the 
lenses before the eyes will be empha- 
sized. 


4. Aphakia. Specific problems of refrac- 
tion will be considered, and the type 
of lenses which should be used. Spe- 
cial consideration will be given to the 
problems of not only monocular, but 
bilateral, aphakia. In this connection, 
contact lenses and the optical prob- 
lems involved will be discussed. 


Random Comments 


Certain complications will be met 
in measuring the eyes of various 
types of individuals, such as the men- 
tality, inattention during examina- 
tion, fatigue, the employment of the 
patient, macular or perimacular le- 
sions, amblyopia, et cetera. The use 
of the refractor will be discussed. Its 
advantages and disadvantages will be 
pointed out. 


Ocular Neuroses 


These will be considered very briefly, 
stressing the responsibility of the 
physician to recognize the difference 
between the symptoms resulting from 
actual errors of refraction and those 
of emotional origin, that often close- 
ly resemble them. 


COURSE 231 
Room 740 Period W-5 
ALBERT M. POTTS, M.D. 
Chicago 


Retinotoxic Substances: 
The Toxic Amblyopias 


With the introduction of new chemi- 
cal substances into every walk of life, 
new cases and types of poisoning are oc- 
curing. In some instances the effect of 


these poisons on the eye may be the key 
to diagnosis, as with poisoning from 
cholinergic insecticides. In others the 
danger of permanent damage to the eye 
or visual system is present and must be 
dealt with. Prompt diagnosis and treat- 
ment often hold the key to preservation 
of vision and sometimes life, as in meth- 
anol poisoning. 


Corrosive Substances and War Gases 

The discussions will include (1) our 
new knowledge of the action of toxic 
substances, (2) rational therapy based 
on such knowledge, (3) the unique vul- 
nerability of the eye to corrosives and 
war gases. 


Retinotoxic Substances 

The validity of old entities such as to- 
bacco-alcohol amblyopia has been ques- 
tioned. At the same time new substances 
with retinotoxic properties are causing 
eye damage, some of them administered 
inadvertently by physicians. Recent find- 
ings will be discussed. 


Miscellaneous Chemical Hazards 

In the third hour the effects of such 
unrelated substances as lead, TEPP, 
chlorodane, beryllium, mescaline, benzo- 
quinone and dithizone will be discussed. 
Recognition of the effects of each poison- 
ous substance, the incidence of the sub- 
stance in industry and in private life, 
and therapeutic measures will be dis- 
cussed. 


COURSE 232 


Room 736 Period T-6 


ALGERNON B. REESE, M.D. 
New York 


Cataract Extraction 


There will be a general discussion of 
the subject from various aspects which 
the author feels need emphasis. These 
include the cause and control of vitreous 
pressure; the recognition and handling 
of deviations from the usual at the time 
of extraction; the diagnosis, as well as 
combating untoward occurrences, early 
and late, in the postoperative course; the 
cause and treatment of poor postopera- 
tive vision: and postoperative glaucoma. 
Adequate time will be devoted to a dis- 
cussion of the operation for congenital 
cataract. 
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COURSE 233 ficiency. The following topics will be 


discussed. 


Room 786 Period M-4 


A. Elimination of amblyopia 


ELLEN F. REGAN, M.D. 
New York 


Catract Surgery: Complications 
Due to Defective Wound Healing 


Delayed restoration of the anterior 
chamber, late fistulization, epithelization 
of the anterior chamber and secondary 
glaucoma are complications of cataract 
surgery which may be attributed to faul- 
ty healing of the cataract incision. The 
clinical and pathologic aspects of these 
conditions will be discussed. Emphasis 
will be placed upon the prevention and 
treatment of these conditions. 


COURSE 234 
711 Period W-5 


A. BENEDICT RIZZUTI, M.D. 
Brooklyn 


Room 


Tumors of the Lids and Ocular Adnexa 


This course will deal with the more 
common tumors involving the lids and 
the ocular adnexa, including the lacrimal 
gland, lacrimal sac, caruncle and orbit. 


Highlights of the diagnostic clinical 
aspects, pathologic anatomy, and medical 
and surgical therapy will be emphasized. 
The salient features will be illustrated 
by colored lantern slides. 


A motion picture entitled ‘“‘Therapeutic 
Lamellar Keratoplasty With Use of Pre- 
served Dehydrated Cornea’’ will be 
shown. 


COURSE 235 


Room 711 Period W-6 


WILLIAM RUBIN, M.D. 
New Brunswick, N. J. 


Aims in the Management of Squint 


In the management of squint, the chief 
aim is functional improvement. When 
this is not possible, a satisfactory cos- 
metic result can be achieved by surgical 
intervention. This course will be _ pri- 
marily concerned with functional pro- 


Room 752 


1. Newer techniques in the detection 
of slight degrees of eccentric fix- 


ation 
2. Detection of anomalous retinal 
correspondence 


a. Occlusion of good eye 

b. Pleoptics—treatment by patch- 
ing the squinting eye with 
subsequent stimulation of the 
fovea and inhibition of the 
parafoveal region 


B. Creation or restoration of binocular 


single vision and fusion 


1. Overcoming obstacles to fusion 
a. Classification of obstacles to 
fusion 


Use of miotics and cycloplegics 
Use of prisms 


Alternate  fixation—ideal 
quisite for squint surgery 


Co bo 


prere- 


COURSE 236 
T-4 


A. D. RUEDEMANN, JR., M.D. 
Detroit 


The Differential Diagnosis and 
Surgical Correction of 
Vertical Muscle Defects 


This course will deal with the various 
vertical muscle problems, their differ- 
ential diagnosis and surgical correction. 
The course will describe a selection of 
muscle problems and their treatment. 


COURSE 237 


Room 781 


Period M-5 


WALTER Z. RUNDLES, SR., M.D. 
Flint, Mich. 


Streak Retinoscopy 


COURSE 238 


Room 724 Period M-6 


RALPH O. RYCHENER, M.D. 
Memphis 
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The Lacrimal Apparatus 


This course will present a general re- 
view of the lacrimal apparatus, with spe- 
cial emphasis on the treatment of some 
of the minor but rather troublesome 
phases encountered in private practice, 
as well as the more dramatic and quite 
satisfactory methods of tear sac surgery. 
The office management of congenital 
stenosis and the more popular techniques 
of dacryocystorhinostomy will be fully il- 
lustrated with slides. 


COURSE 239 
Room 702 Period T-6 


ALEJANDRO SALLERAS, M.D. 
Buenos Aires, Argentina 
BY INVITATION 


Corneal Surgery 


Emphasis will be on practical points 
of eorneal surgery. The author will de- 
scribe his own technique and the instru- 
ments he uses. 


The major part of this course will be 
devoted to a discussion of corneal grafts. 
Topics under consideration will be the 
indications for and prognosis of corneal 
graft: donor material and operative ac- 
cidents; normal postoperative course and 
postoperative complications of penetrat- 
ing and lamellar grafts: results of both 
types of grafts and retransplants. 


Two advanced surgical procedures— 
plastic corneas, and refractive surgery 
of the cornea—will be given brief com- 
ment. 


The indications, complications and re- 
sults of corneal grafts will be illustrated 
with photographs of the anterior seg- 
ment. Colored motion pictures will illus- 
trate the techniques of penetrating and 
lamellar graft, use of plastic corneas and 
Barraquer’s method of grinding frozen 
corneas to modify the eye’s refraction. 


COURSE 240 
Room 706 Period T-6 


J. ALBERT SARRAIL, M.D. 
San Francisco 


INSTRUCTION SECTION 


Plastic Lid Surgery 


The course is designed for those who 
wish to review the fundamentals of lid 
surgery. The following topics will be 
covered: 


I. Tarsorrhaphy, temporary and per- 
manent 


Il. Traumatic lesions 
a. Repair of lid borders to prevent 
lid notching 
b. Repair of canthal ligaments 
with involvement of canaliculi 
ce. Correction of displaced internal 
and external canthi 


III. Entropion——Butler procedure 


IV. Ectropion—Paralytic (Kuhnt-Szy- 


manowski operation) 


Ptosis 


a. Modified Blaskovics procedure 
with partial acting levator 

b. Modified Reese procedure with 
complete ptosis 


The lecture will be illustrated with a 
motion picture and slides. 


COURSE 241 


Room 781 Period M-4 
or or 
Room 713 Period T-6 
HERMAN D. SCARNEY, M.D. 


Detroit 


Siit Lamp Biomicroscopy 
Its Value in Office Diagnosis 


The expensive initial investment in a 
biomicroscope, which has come to be 
recognized as an indispensable part of 
the examining equipment of the clinical 
ophthalmologist, can return many divi- 
dends in accuracy of diagnosis and prog- 
nosis, and in indications of possible pro- 
cedure in treatment afforded by no other 
means. 


The value of routine biomicroscopy in 
office diagnosis will be emphasized by 
presenting a series of kodachrome slides 
illustrating fairly common lesions of the 
lids, conjunctiva, cornea, anterior cham- 
ber, iris and lens. Biomicroscopy of the 
fundus with the Hruby lens will also be 
discussed. 
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COURSE 242 


Room 732 Period M-6 
or or 
Room 752 Period W-4 
HAROLD G. SCHEIE, M.D. 


Philadelphia 


Congenital Glaucoma: Surgical 
Procedures 


The surgical treatment of juvenile and 
infantile glaucoma will be discussed. The 
development of goniopuncture and the 
results obtained with this treatment in 
cases of juvenile glaucoma will be pre- 
sented. The author’s method of goni- 
otomy for infantile glaucoma will be il- 
lustrated by slides and a motion picture. 
An analysis of the results obtained from 
goniotomy, goniopuncture, and a combi- 
nation of the two will be made. 


COURSE 243 
Period T-5 


HAROLD G. SCHEIE, M.D. 
Philadelphia 


Crystal Room 


Penetrating Injuries of the Globe 


COURSE 244 
Period M-5 


ABRAHAM SCHLOSSMAN, M.D. 
New York 


Crystal Room 


Pleoptics 


Pleoptics is the greatest advance in the 
treatment of amblyopia in recent years, 
and it is especially valuable in the treat- 
ment of patients with eccentric fixation. 
A short discussion of new concepts of 
the nature and pathogenesis of ambly- 
opia will lead up to the subject of ple- 
optics. Theoretic principles of this form 
of therapy will be briefly discussed, but 
most of the session will be devoted to the 
practical details of pleoptics. The meth- 
ods of Bangerter and Cuppers will be 
compared. Diagnosis of eccentric fixation 
with the Visuscope will be demonstrated, 
and the use of the Euthyscope and Co- 
ordinator will be considered in detail. 
The value of other instruments, such as 
the Pleoptophor, Localizer, Corrector, 
and Mnemoscope Trainer, will be briefly 
pointed out. The concept of a defect of 


separation acuity and its treatment will 
also be presented. 


COURSE 245 


Room 786 Period M-5 


DR. THEO SCHMIDT 
Bern, Switzerland 
BY INVITATION 


Applanation Tonometry 


The Goldmann applanation tonometer, 
an attachment to the slit lamp, will be 
described. Tonometry by means of this 
attachment will be discussed. Its advan- 
tages and disadvantages will be com- 
pared with impression tonometry, par- 
ticularly to tonometry done with the 
Schiotz tonometer. The examiner must 
follow instructions closely to obtain use- 
ful results. This course aims at transmis- 
sion of knowledge of examination tech- 
niques. Sources of faults and how they 
may be avoided will be considered. 


COURSE 246 
Room 734 Period T-5 


JAMES 8S. SHIPMAN, M.D. 
Camden, N. J. 


Scleral Resection 


1. The indications for this operation as 


a primary procedure: 

a. Failure of the detached retina to 
settle back in place with bed rest 
High myopia 

Aphakia 

Retinal folds or vitreous bands 
Failure of less formidable meth- 
ods 


bo 


Preoperative study and preparation 
of the patient 


3. Operative procedure: 


a. Partial or lamellar type of resec- 
tion less hazardous and prefer- 
able 

b. Anatomic landmarks on sclera, 
such as position of vortex veins, 
macula, recti, and oblique mus- 
cles 


c. Position, size and shape of the 
area of sclera to be resected 
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The operative technique will be 
illustrated with slides, showing 
each step from beginning to end 
and a new technique of folding in 
portion of sclera 


4. Postoperative treatment and manage- 
ment, complications, and results 


A new procedure, an enfolding of the 
sclera, as done by the author is described 
and illustrated with slides and a motion 
picture. 


COURSE 247 


Room 793 Period W-6 


JOHN T. SIMONTON, M,.D. 
Rye, N. Y. 


Orbital Surgery 


The surgical anatomy of the orbit will 
be reviewed. 


The value of careful preoperative 
work-up will be emphasized, stressing the 
importance of teamwork between the 
ophthalmologist and the radiologist, oto- 
laryngologist, neurosurgeon, internist 
and pathologist. 


The rationale for exploration of the 
orbit in the presence of unexplained 
progressive proptosis will be mentioned. 


Various surgical approaches to the or- 
bit will be discussed and demonstrated 
by means of kodachrome slides and mo- 
tion pictures. 


COURSE 248 


Room 744 


Period M-5 


G. VICTOR SIMPSON, M.D. 
Washington, D. C. 


Hemorrhage into the Vitreous: 
Diagnosis and Management 


Hemorrhage into the vitreous is fre- 
quently the initial sign of a serious eye 
disease. It is with the diagnosis and man- 
agement of vitreous hemorrhage in such 
circumstances that this course is con- 
cerned. 


Massive hemorrhage into the vitreous 
is readily recognized, but the blurring of 


vision from a mild hemorrhage must be 
distinguished from (1) rupture of a 
peripheral retinal cyst, (2) separation of 
a rosette from the peripheral retina, (3) 
rupture of the posterior hyaloid from its 
attachment at the optic nerve, and (4) 
subacute uveitis. The points of differen- 
tiation from the above will be discussed. 


Hemorrhage into the vitreous may be 
caused by a number of ocular and sys- 
temic conditions. An outline of these con- 
ditions will be given. 


Treatment to aid absorption of blood 
from the vitreous, and specific treatment, 
when available, to prevent recurrences 
will be discussed during the hour. 


COURSE 249 


Room 721 Period T-5 


BYRON SMITH, M.D. 
New York 


Fractures of the Orbit 


Ophthalmologists rather than other 
specialists should manage orbital frac- 
tures. This course will deal with the 
causes, mechanisms, symptoms, signs, 
complications, and treatment of early 
and late fractures. 


Roentgenography of fractures of the 
orbit will be discussed as well as the role 
of electromyography and the treatment 
of enophthalmos. Illustrations by slides 
and motion pictures will emphasize some 
of the salient manifestations in the diag- 
nosis and treatment of orbital fractures. 


Room 740 Period T-4 


J. LAWTON SMITH, M.D. 
Durham, N. C. 


Neuro-ophthalmology 


I. Ophthalmodynamometry and Cere- 
brovascular Disease 


1. Premonitory symptoms of cere- 
brovascular insufficiency 

2. Amaurosis fugax 

3. Techniques of ophthalmodynam- 
ometry 


le: 
A 
E 
aoe 
} 


OPHTHALMOLOGY — INDIVIDUAL 


4. Indications for ophthalmody- 
namometry 

5. Ocular bruits 

6. Therapy 


Il. Optokinetic Nystagmus 


1. Techniques 
2. Uses 
3. Clinical interpretation 


Ill. Topical Diagnosis of Third Nerve 
Palsies 
The localizing value of the eight 
anatomical syndromes of the third 
nerve will be discussed. 


IV. Ocular Manifestations of the Pierre 
Robin Syndrome 


Severe ocular disease may be en- 
countered in the Pierre Robin syn- 
drome (microagnathia, cleft pal- 
ate, and glossoptosis). The ocular 
defects found in 30 cases with mi- 
croagnathia will be reviewed. 


COURSE 251 


Room 713 Period W-4 


EDMUND B. SPAETH, M.D. 
Philadelphia 


Plastic Surgery: Practical Aspects 


There are many basic procedures and 
techniques in ophthalmic plastic surgery. 
This course is aimed especially toward 
correction of defects due to malignant 
lesions. These are threefold: (1) removal 
of the malignant lesion: (2) correction 
of the defect caused by the lesion: and 
(3) cure of the basic condition. 


COURSE 252 


Room 702 Period T-4 


EDMUND B. SPAETH, M.D. 
Philadelphia 


Complicated Ptosis: 
Operation 


Selection of 


It is well known that over fifty per 
cent of the cases of congenital ptosis are 


complicated by factors other than droop- 
ing of the lid. Acquired ptosis has an 
even greater incidence of such compli- 
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cations. Most all of these complications 
are correctible by surgical techniques. 


This course is concerned with three 
factors related to ptosis complications: 
(1) the ptosis itself, (2) the correction 
of the complication, and (3) the se- 
quence of surgical procedure. 


COURSE 253 
Room 740 Period M-5 
PHILIP G. SPAETH, M.D. 
Philadelphia 


PAUL L. CARMICHAEL, M.D. 
Lansdale, Pa. 


Ocular Tumors: Differential 
Diagnosis and Treatment 


A classification of tumors of the globe 
will be given. 


There will be emphasis on the multiple 
facets of diagnosis including ophthal- 
moscopy, binocular ophthalmoscopy, bi- 
omicroscopy, transillumination, campim- 
etry, x-ray, and radioactive isotopes. 


The practical application of radioac- 
tive isotopes in the diagnosis of intra- 
ocular and extraocular lesions will be 
discussed with relationship to type of 
lesions, age of patient, and interpreta- 
tion of the tests. 


A discussion of therapy, including ra- 
diotherapy, chemotherapy, diathermy, 
surgery, and expectant treatment will be 
included. 


COURSE 254 


Room 724 


Period T-6 


FREDERICK P. SUTLIFF, M.D. 
Philadelphia 


Practical Fitting of Corneal Lenses 


The method for the fitting and pre- 
scribing of corneal contact lenses will 
be presented. The indications and con- 
traindications, including patient selec- 
tion, will be discussed. The method of 
refraction, measurement of the cornea, 
and ophthalmometry will be outlined. 
The writing of prescriptions from this 
information will be demonstrated. In- 
structions to patients on insertion and 
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removal of corneal lenses and wearing- 
time schedules will be presented. The 
management of the patient’s problems 
and follow-up visits will be discussed. 


COURSE 255 


Room 784 Period W-6 


EDWIN C. TAIT, M.D. 
Norristown, Pa. 


Heterophoric Asthenopia: 
Evaluation and Treatment 


This discussion is designed to illus- 
trate the limitations of the Duane-White 
classification when considering therapy 
for neuromuscular anomalies. An alter- 
nate classification, which simplifies the 
interpretation of the possible findings 
and allows a more rational approach to 
the selection of therapy, will be pre- 
sented. 


COURSE 256 


Room 750 Period W-6 


I. S. TASSMAN, M.D. 
Philadelphia 


Eye Involvement in Systemic Diseases 


Many of the systemic diseases may 
either cause or be accompanied by an 
eye disorder. Such diseases may be classi- 
fied as congenital, hereditary, heredofa- 
milial and acquired. In a number of in- 
stances the eye condition may be quite 
severe and should be cared for by an 
ophthalmologist. 


Those conditions which are of greatest 
importance to the ophthalmologist will 
be presented and discussed. 


COURSE 257 


Room 734 


Period M-6 


FREDERICK H. THEODORE, M.D. 
New York 


Ocular Therapeutics 


An appreciation of the potentialities 
and the limitations of the agents at our 
disposal is a prerequisite for effective 
therapy. Many new and potent drugs are 
now widely used in ocular therapeutics. 


INSTRUCTION SECTION 


Valuable as they are, their introduction 
has posed therapeutic problems other 
than the dangers from injudicious use. 


A practical clinical approach will be 
made to the treatment of external dis- 
eases of the eye, with a critical evalua- 
tion of those drugs, both old and new, 
currently used for this purpose. The ac- 
tion of the drugs, indications and spe- 
cific contraindications for their use, the 
capricious behavior and unreliability of 
some of them, and methods for their ap- 
plication will be considered in detail. 
The importance of vehicles in general, 
the choice of appropriate ones, and spe- 
cific problems and dangers inherent in 
the prescribing of ophthalmic drugs will 
be stressed. The necessity for differen- 
tiating drug reactions due to allergy 
from drug reactions due to irritations 
will be discussed from the therapeutic 
point of view. General principles con- 
cerning the treatment of ocular eczemas 
will be outlined. The entire lecture will 
be illustrated by kodachrome slides of 
clinical cases. 


COURSE 258 
Room 795 Period W-6 


ROBERT I. TRENT, M.D. 
Oklahoma City 


Progress in Ophthalmology: 
Therapy, Including Psychotherapy 
The following topics will be discussed: 


1. Angiospastic retinopathy and macu- 
lar edema: etiology; treatment 


2. Corneal epithelial erosion: etiology; 
special form of determination 


3. Ocular migraine: 
ment 


etiology; treat- 


4. Blepharospasm in children: a suc- 
cessful treatment 


5. Ocular degeneration: management 
including treatment of senile macu- 
lar form 


6. Incipient cataract and/or glaucoma: 
exceptional treatment 


7. Care by assistants or associates sup- 
plementary to surgical operation 


8. Approach of the ophthalmologist to 
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the first visit of the very young 
child 


= 


Reading difficulties: their treatment 
in children of all ages 


10. Preparing children and adults for 
wearing various types of glasses, 
including contact lenses 


COURSE 259 
Room 744 Period T-6 
STANLEY M. TRUHLSEN, M.D. 
Omaha 


Home Orthoptics 


The ophthalmologist who does not 
have an orthoptic technician can make 
use of many simple and practical devices 
to stimulate and improve the fusional 
process. 


This course will present orthoptic de- 
vices and methods that can be used by 
patients in their homes and on their own 
time. 


The uses, advantages and disadvan- 
tages of some of the commercially avail- 
able instruments, such as the Ortho- 
Fusor, T. V. Trainer, and stereoscope, 
will be discussed. Emphasis will be given 
to the simpler, inexpensive tools devel- 
oped and used by orthoptic technicians. 


COURSE 260 


Room 716 Period T-5 
or or 
Room 724 Period W-6 


ALFRED UIHLEIN, M.D. 
Rochester, Minn. 
BY INVITATION 


Neuralgias of the Head: Treatment 


Most of the pain about the head and 
face can be outlined along definite nerve 
pathways. The most logical treatment is 
to eradicate the cause, but all too fre- 
quently this is impossible. Neuralgia 
should be distinguished from neuritis. 
The former is a sharp, intermittent pain 
along the distribution of a given nerve. 
Neuritis, on the other hand, produces 
pain that is continuous and lancinating 
and frequently is accompanied by tender- 


ness, paresthesia or anesthesia; motor 
paralysis is present if a mixed nerve is 
involved. For simplicity in diagnosis and 
treatment, the neuralgias of the head 
can be divided into minor and major 
types. The diagnosis and treatment of 
facial pain in relation to the major and 
minor neuralgias will be reviewed and 
illustrated by slides. 


COURSE 261 
Room 738 Period W-6 
DERRICK VAIL, M.D. 
Chicago 


Senile Cataract: 
Mechanical Factors of Surgery 


A short description of the origin and 
insertion of the zonular membrane will 
be given. This is the keystone in the 
problem of cataract extraction. Mechani- 
cal factors involved in the operation, 
with and without alpha-chymotrypsin 
will be stressed. Necessary modifications 
of the standard operation when zonulo- 
lysis is utilized will be described, and 
the problems it creates will be discussed. 


COURSE 262 
Room 740 Period M-4 


EVERETT R. VEIRS, M.D. 
Temple, Texas 


External Dacryocystorhinostomy 
and 
Corrective Procedures for Epiphora 


The diagnosis and treatment of lacri- 
mal disorders will be presented. 


External dacryocystorhinostomy will 
be described in detail and illustrated by 
a motion picture and lecture slides. 


The causes and correction of epiphora 
in the various age groups will be dis- 
cussed. Corrective procedures will be il- 
lustrated, particularly stressing epiphora 
in the aged. 


COURSE 263 


Room 740 Period W-4 
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SAMSON WEINGEIST, M.D. 
Long Island City, N. Y. 


Lacrimal Sac Surgery 


Surgical operations on the lacrimal 
sac, particularly dacryocystorhinostomy 
ab externo, will be discussed step by step, 
stressing correct anesthesia, local or gen- 
eral, proper illumination of the operative 
field, simple instrumentation and hemo- 
stasis. An easy way to procure a large 
bony window (dealing with ethmoid 
cells, if encountered) in order to secure 
permanent drainage will be outlined. The 
simple placement of posterior and ante- 
rior sutures to anastomose the nasal mu- 
cosa with the lacrimal sac will be shown. 


Surgery in adults and small children 
will be compared. 


Indications, contraindications and com- 
plications will be discussed. 


Emphasis will be placed on the simpli- 
fication of the difficulties that many gen- 
eral ophthalmologists encounter. 


Slides and a film 
shown. 


in color will be 


COURSE 264 


Room 781 Period M-6 


C. WILLIAM WEISSER, M.D. 
Pittsburgh 


Repair of Corneal Injuries 


Corneal abrasions, burns, lacerations 
and similar lesions will be discussed in 
the light of newer methods of therapy, 
including antibiotics, fibrin film, and 
steroid irradiation. 


A series of cases in which prolapsed 
iris was replaced will be discussed, and 
color photographs will be shown com- 
paring those with lens damage to those 
without damage. 


Instruments, sutures and techniques 
will be discussed. 


COURSE 265 
Room 713 Period M-6 
JOHN P. WENDLAND, M.D. 
Minneapolis 


INSTRUCTION SECTION 


Magnetic Intraocular Foreign Bodies 


Magnetic intraocular foreign bodies 
will be discussed under the following 
headings: (1) diagnosis, (2) localiza- 
tion, (3) preoperative treatment, (4) 
surgical approach, (5) complications, 
and (6) postoperative treatment. Par- 
ticular stress will be placed upon the 
use of the Berman locator and its new 
curved probe in the localization of these 
intraocular foreign bodies during sur- 
gical procedures, and upon the _ tech- 
niques for removal of these foreign 
bodies in different locations in the globe. 

Slides and a motion picture will illus- 
trate the discussion. 


COURSE 266 


Room 726 Period T-4 


EVERET H. WOOD, M.D. 
Albuquerque, N. M. 


Macular Lesions: 
Early Diagnosis and Treatment 


The lecture will consist of a brief re- 
view of the embryology, anatomy and 
physiology of the macular region, fol- 
lowed by a discussion of some of the 
more common and disturbing lesions in 
this area. Particular emphasis will be 
placed on the handling of these lesions 
in the aging patient. The course will be 
illustrated by kodachrome and black- 
and-white slides. 


COURSE 267 
Room 706 Period T-4 


CHARLES A. YOUNG, JR., M.D. 
Roanoke, Va. 


JOSEPH M. DIXON, M.D. 
Birmingham, Ala. 


Contact Lenses 


Included in this course will be a dis- 
cussion of the criteria for the selection 
of patients. Instruments and materials 
needed, step-by-step procedure, advice to 
the patient, complications encountered, 
and results achieved are all considered. 
The discussion, illustrated with colored 
slides, is limited to the smaller corneal- 
type lenses. 
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COURSE 301 
Periods T-1, T-2 


JACK R. ANDERSON, M.D. 
New Orleans 


Room 716 


Rhinoplasty: Practical Considerations 
A two-period course—$4.00 


The purpose of this course is to present 
certain features of technique—some orig- 
inal, some adapted from others—which 
have facilitated the performance of rhi- 
noplasty and have contributed to im- 
proved and more predictable results. In 
addition, details of preoperative prepara- 
tion and postoperative care which have 
effected a marked decrease in morbidity 
following the operation will be discussed. 


COURSE 302 


Room 728 Periods Th-1, Th-2 


SHIRLEY HAROLD BARON, M.D. 
San Francisco 


Tympanoplastic Procedures: 
Evaluation of the Advantages and 
Pitfalls 


A two-period course—$4.00 


A basic concept of tympanoplasty with 
Wullstein’s classification will be re- 
viewed, and Professor Wullstein’s motion 
picture illustrating each procedure will 
be shown. This will be followed by a 
discussion of experiences with these tech- 
niques and an attempt to relate their 
advantages and pitfalls. Certain varia- 
tions, including the use of prostheses, 
will be presented. 


COURSE 303 


Room 726 Periods Th-1, Th-2 


DAVID W. BREWER, M.D. 
and 


F. BERTRAM BRIESS 


BY INVITATION 
Syracuse, N. Y. 


Head and Neck Symptoms 
Associated With Laryngeal Microtrauma: 
Diagnosis and Management 


A two-period course—$4.00 


Many otolaryngologists are required 
daily to evaluate such symptoms as pain 
in the neck, neck pain referred to the 
ear, dry throat, frequent throat clearing, 
lump in the throat, cough, and postnasal 
discharge. The association of these symp- 
toms with intermittent or persistent voice 
changes is often not made by the pa- 
tient. 


New techniques of laryngeal examina- 
tion, both operative and functional, now 
uncover more easily the causes of an 
underlying dysphonia. Audible and/or 
visible lesions due to repeated laryngeal 
microtrauma caused by many identifiable 
intrinsic laryngeal muscle imbalances are 
discussed. 


Office management, methods for ex- 
clusion of carcinoma in the differential 
diagnosis, and proper testing techniques 
leading to an accurate diagnosis are de- 
scribed. A unique regimen of voice ther- 
apy based on such a diagnosis and sup- 
ported by recently reported electromyo- 
graphic findings as well as disappearance 
of lesions and relief of symptoms is pre- 
sented. 


COURSE 304 

Room 734 Periods T-1, T-2 
COURSE 305 

Room 734 Periods W-1, W-2 


JOHN J. CONLEY, M.D. 
and 
MAURICE LENZ, M.D. 


BY INVITATION 


New York 


Carcinoma of Head and Neck: 
Diagnosis and Treatment 


A two-period course—$.00 


This two-hour course is being present- 
ed twice, as Course 304 on Tuesday and 
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as Course 305 on Wednesday. Please se- 
lect course number according to day on 
which you wish to attend. 


The course includes an analysis of 
cancers involving all the major systems 
of the head and neck area: the various 
types of malignant tumors involving the 
epithelium, sinuses, ears, lips, tongue, 
buccal mucosa, palate, nasopharynx, 
floor of the mouth, hypopharynx, parotid 
gland, cervical lymphatics, thyroid gland 
and cervical esophagus (larynx inten- 
tionally omitted because of its inclusion 
in other courses). 


A discussion of the diagnosis of these 
malignant tumors will be based on the 
pertinent factors in the history, physical 
examination, roentgenograms, chemical 
tests, and various biopsy techniques rela- 
tive to each case. 


Emphasis will be placed on the use of 
supervoltage in the treatment of malig- 
nant tumors of the head and neck. 


A discussion of treatment will include 
the curative effects of various types of 
surgery and irradiation and combinations 
of these two techniques. It will also in- 
clude the worthwhile palliative efforts in 
the management of incurable cancer by 
surgery, irradiation or combinations of 
these techniques. 


COURSE 306 
Room 731 Periods T-2, T-3 


JOHN MARQUIS CONVERSE, M.D. 
New York 


Principles of Nasal Plastic Surgery— 
Basic 


A two-period course—$4.00 


The main steps in the typical correc- 
tive nasal plastic operation will be re- 
viewed. The course will be illustrated by 
slides and motion pictures. 


COURSE 307 
Room 731 Periods Th-2, Th-3 


JOHN MARQUIS CONVERSE, M.D. 
New York 


Principles of Nasal Plastic Surgery— 
Advanced 


INSTRUCTION SECTION 


A two-period course—$A.00 


This course is more advanced than the 
preceding one and deals with conditions 
such as nasal deviations and saddle nose, 
in addition to the main steps in the typi- 
cal corrective nasal plastic operation. 


COURSE 308 
Room 726 Periods T-2, T-3 
MEYER 8. FOX, M.D. 
Milwaukee 
ARAM GLORIG, M.D. 
Los Angeles 


Noise in Industry: 
Progress and Recent Developments 


A two-peried course—$4.00 


Topics for Discussion 


1. The physical aspects of noise, its 
measurement, and its effect upon 
man 


2. The medical aspects of hearing loss 
due to noise exposure 


3. The determination of hearing loss 
and hearing disability resulting from 
noise exposure 


4. The medical-legal aspects of noise 
deafness 


5. Hearing conservation programs in in- 
dustry 


This course has been planned for oto- 
laryngologists who are actively engaged 
in hearing conservation programs in in- 
dustry and for any others who are in- 
terested in the industrial noise problem. 
The presentation will consist of an in- 
formal panel discussion by members of 
the Subcommittee on Noise who have 
been very active in the field of industrial 
noise. Emphasis will be placed upon 
practical measures and a realistic ap- 
proach to the problem. The presentation 
will be supplemented by charts, slides 
and tape recordings taken from actual 
industrial situations. 


Those planning to attend this course 
who have questions regarding particular 
problems which they wish to have dis- 
cussed should submit them by mail or 
in person before the conference begins. 
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A question period will be provided, and 
an opportunity will also be afforded any- 


one in attendance who may wish to re- 
late his experiences in meeting various 


problems in the field of industrial noise. 


COURSE 309 


Room 712 Periods T-2, T-3 


to 


Z. Z GODLOWSKI, M.D. 
Chicago 


BY INVITATION 


I. Physiopathology of the Endocrine 


System 


Il. Enzymatic Mechanism of Allergy 


A two-period course—$.00 
I 


Relationship of hypothalamus to au- 
tonomic nervous system, endocrine 
glands and target cells 


Primary and secondary endocrine dis- 
order: therapeutic and diagnostic im- 
portance 


Strategic position of anterior pitui- 
tary lobe and thyroid gland in clinical 
symptomatology 


Questions and answers 
Il 


Enzymes, their action and their rela- 
tionship to hormones 


Enzymatic diseases: enzymatic mech- 
anism of allergy 


Self-termination of allergic reactions, 
desensitization by low-dosage method 
of antigen as seen in enzymatic mech- 
anism of allergy 


Practical conclusions in antiallergic 
therapy in office practice based on 
enzymatic mechanism of allergy 


Questions and answers. 


COURSE 310 


Room 712 Periods Th-2, Th-3 


Z. Z. GODLOWSKI, M.D. 
Chicago 


BY INVITATION 


Endocrinopathies: Management of 
Subclinical and Clinical Forms in 
Office Practice 


A two-period course—$4.00 


Diagnosis 
1. Diagnostic evaluation by physical ex- 
amination 


2. Choice of laboratory tests and their 
interpretations 


3. Questions and answers 


Therapy 


1. Advantages and disadvantages of 
“single’’ and “‘multiple’’ therapeutic 
agents 


2. Etiologic therapy in hormonal dis- 
orders 


3. Substitution therapy in hormonal! dis- 
orders 


4. Antiphlogistic value of adrenocortical 
steroids 


5. Adjustment of emotional disorders in 
hormonal disorders related to allergic 
reactions 


6. Questions and answers 


COURSE 311 


Room 712 Periods W-1, W-2 


FREDERICK R. GUILFORD, M.D. 
WILLIAM K. WRIGHT, M.D. 
Houston, Texas 


Techniques of Tympanoplasty 
A two-period course—$4.00 


It is our purpose to discuss the various 
techniques of tympanoplasty. The discus- 
sion will include criteria for the selec- 
tion of candidates, preoperative care, 
application of the various techniques 
during surgery, postoperative care, and 
operative and postoperative problems 
encountered. 


Physiology of the middle ear conduc- 
tion mechanism as applied to the various 
types of tympanoplasty will be reviewed. 
Our results with the various types of 
tympanoplasty will be discussed. 


Slides and a motion picture will be 
used as instruction aids. 
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COURSE 312 
Periods T-2, T-3 


FRENCH K. HANSEL, M.D. 
St. Louis 


Room 710 


Allergy and Medical Otolaryngology 
A two-period course—$4.00 


The problems of medical otolaryn- 
gology are varied, multiple and ever 
changing. In many instances the indica- 
tions for surgical interference must be 
evaluated only after medical treatment 
and observation. The management of the 
patient, therefore, is directed to the con- 
sideration of disease and loss of function 
which affect the ears, nose and throat, 
and related structures. These problems 
concern allergy, infection, immunity, 
anemia, malnutrition, dental caries, ef- 
fects of tobacco and alcohol, endocrine 
deficiencies, loss of function as mani- 
fested by vascular headaches, vertigo 
and tinnitus, deafness, psychosomatic dis- 
turbances and other related conditions. 


COURSE 313 
Periods T-1, T-2 


FREDERICK HARBERT, M.D. 
Philadelphia 


Clinical Audiology 
$4.00 


Usual and special audiologic tests will 
be considered from the standpoint of 
the clinician. Audiologic findings will be 
related to underlying pathologic condi- 
tions and diagnosis in the first hour of 
didactic presentation. The second hour 
will be spent in illustrating the applica- 
tion of these principles with case presen- 
tations on slides. Emphasis will be placed 
on speech audiometry, bone conduction, 
masking and recruitment from the stand- 
point of interpretation, and avoidance of 
errors. The indications for special audio- 

_metric tests will be considered. 


Room 711 


A two-period course 


_*COURSE 314 
Room 713” Periods W-2, W-3 
WILLIAM G. HARDY, Ph.D. 
MIRIAM D. PAULS, Ph.D. 


Baltimore 
BY INVITATION 


INSTRUCTION SECTION 


Clinical Audiology for Children 


A two-period course—$4.00 


With infants and preschool children, 
particularly those with delayed speech, 
special techniques must be used to evalu- 
ate the hearing function and its relation 
to the child’s development and behavior. 
Several techniques (employing calibrated 
toys and noise-makers, tuning forks, 
pure tone and speech audiometry, mask- 
ing, and the like) will be considered in 
detail. These range from what is useful 
in ordinary office practice to procedures 
involving special facilities. 


Particular attention will be given to 
current ‘‘objective’’ procedures whereby 
a child is conditioned to respond to test 
sounds. Some details of management will 
be discussed, and there will be consider- 
ation of the relation between various 
causal factors and test findings and the 
development of language and speech in 
the child. 


COURSE 315 
Periods W-1, W-2 


HOWARD P. HOUSE, M.D. 


WILLIAM F. HOUSE, M.D. 
Los Angeles 


Crystal Room 


Reconstructive Surgery for Chronic Ear 
Disease 


A two-period course—$4.00 


Tympanoplastic procedures have un- 
dergone tremendous changes since their 
introduction in the early 1950’s. The dual 
aims of tympanoplasty are the eradica- 
tion of infection and the reconstruction 
of the hearing mechanism of the middle 
ear. 


The surgical philosophy of creating a 
safe ear by opening the ear spaces for 
drainage has been gradually replaced by 
a surgical approach designed to eradicate 
infection completely and to promote pri- 
mary healing. The ultimate goal of tym- 
panoplasty is the complete eradication of 
infection and the reconstruction of the 
sound conducting mechanism of the ear 
without leaving the surgical defect of a 
postoperative mastoid bowl. 
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Many problems in the attainment of 
this goal have been overcome. Every 
otolaryngologist should know the indi- 
cations for newer medical and surgical 
therapy of the chronic ear patient. 


COURSE 316 


Room 711 Periods W-1, W-2 


KENNETH C. JOHNSTON, M.D. 
IRWIN D. HORWITZ, M.D. 


BURTON J. SOBOROFF, M.D. 
Chicago 


Emergencies in Otolaryngology 
A two-period course—$4.00 


A panel discussion will cover the com- 
mon emergencies encountered in oto- 
laryngologic practice under three prin- 
cipal headings: injuries of the head and 
face, including intracranial complica- 
tions; control of hemorrhage and simple 
methods of estimating blood loss to per- 
mit adequate restoration of blood vol- 
ume; and, finally, the recognition and 
management of acute respiratory ob- 
struction, considering anomalies, acute 
infections and injuries of the larynx and 
tracheobronchial tree and a brief review 
of sudden and severe obstruction due to 
foreign bodies in the air passages. 


Kodachrome slides will be used for 
demonstration. Time will be allotted for 
general discussion and pertinent ques- 
tions at the end of the panel presentation. 


COURSE 317 


Room 731 Periods W-2, W-3 


VARAZTAD H. KAZANJIAN, M.D. 


Boston 


JOHN MARQUIS CONVERSE, M.D. 
New York 


EDGAR M. HOLMES, M.D. 
Boston 


Traumatic Injuries of the Face 


A two-period course—$4.00 

The symposium on early treatment of 
facial injuries, to be held during the first 
period, will cover (1) emergency meas- 


ures consisting of the control of primary 
hemorrhage, traumatic shock, and other 
necessary first aid measures; (2) local 
examination of lacerations and fractures 
of the face plus general physical exami- 
nation: and (3) early treatment of soft 
tissues, primary and late primary sutur- 
ing of lacerations, and the immobiliza- 
tion of fractures with special reference to 
fractures of the nasal, zygomatic and 
maxillary bones. 


The second period will be utilized for 
a symposium on treatment of deformities 
of the face of traumatic origin, including 
discussion of (1) some general principles 
of reconstructive surgery of the face, and 
(2) repair of deformities involving soft 
tissues only, including (a) conspicuous 
sears without apparent loss of tissue, 
(b) defects with definite loss of tissue 
requiring use of pedicle or skin grafts, 
(c) special areas such as the eyelids and 
eyebrows, and (d) stenosis of the nasal 
passages. 


COURSE 318 


Room 716 Periods Th-2, Th-3 


FRANK D. LATHROP, M.D. 
MOSES H. LURIE, M.D. 


BERNARD ZONDERMAN, M.D. 
Boston 


Your Otologic Problems 
A two-period course—$4.00 


This course is presented as an informal 
discussion of problems of any nature in 
the field of otology. Since dizziness, deaf- 
ness, and secretory otitis media often 
pose problems of management, the first 
part of the allotted time will be spent 
in brief statements by various members 
of the panel concerning these subjects. 
The remainder of the time will be occu- 
pied by questions and answers and a 
general discussion of otologic treatment. 
It is hoped that all who register for this 
course will participate in the questions 
and answers and general discussion. 
Furthermore, it is hoped that no one will 
fail to ask a question because it is 
thought that the problem is too insigni- 
ficant. All problems assume great mag- 
nitude when the answer is not known. 
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COURSE 319 


Room 726 Periods W-2, W-3 


MERLE LAWRENCE, Ph.D. 
Ann Arbor, Mich. 


Acoustic Principles in Middle Ear 
Surgery 


A two-period course—$4.00 


This course is an elementary explana- 
tion of the acoustico-mechanical proper- 
ties of the middle ear apparatus. Those 
anatomic characteristics of the ear that 
provide for efficient transfer of air-borne 
sound vibrations to the fluids of the in- 
ner ear will be discussed. The various 
ways in which structural alteration or 
disease processes can affect these middle 
ear properties, together with the basic 
principles that must be adhered to in 
restoring adequate sound conduction, 
will be described. 


The material covered will be divided 
into two parts. In part one, the normal 
actions of the middle ear as a mechanical 
transformer will be described, and the 
reasons for certain patterns of audio- 
metric loss due to various pathologic con- 
ditions will be explained. 


In part two, principles of middle ear 
reconstruction that can satisfactorily re- 
establish the mechanical principles that 
make the normal ear an efficient device 
will be evaluated, and the effects of dif- 
ferent procedures on the resulting audio- 
gram will be discussed. 


COURSE 320 

Room 715 Periods T-2, T-3 
COURSE 321 

Room 715 Periods W-2, W-3 


JOHN R. LINDSAY, M.D. 
Chicago 


Deafness and Dizziness of Vascular 
Origin 


A two-period course—$4.00 


This two-hour course is being present- 
ed twice, as Course 320 on Tuesday and 
as Course 321 on Wednesday. Please se- 
lect course number according to day on 
which you wish to attend. 


INSTRUCTION SECTION 


Vascular lesions may affect the audi- 
tory and vestibular mechanisms either 
together or separately and in varying 
degrees. A lack of factual information as 
to the nature and location of these le- 
sions has made the diagnosis and inter- 
pretation inadequate. A number of ex- 
periments on animals have been done in 
our laboratory which illustrate the pos- 
sible effect of certain vascular lesions 
on function. A series of cases also has 
been selected to illustrate the various 
clinical types. The discussion will consist 
of a presentation of clinical types along 
with the evidence which has been ob- 
tained by experimentation. 


COURSE 


Room 722 Periods Th-2, Th-3 


KINSEY M. SIMONTON, M.D. 
Rochester, Minn. 


SCOTT N. REGER, Ph.D 
Iowa City 
and 
ALAN 8S. FELDMAN, Ph.D. 
Syracuse, N. Y. 


BY INVITATION 


ROBERT E. KLOTZ, M.D. 
Boston 


What the Otologist Should Know About 
Hearing Aids 


A two-period course—$4.00 


This will be an informal question-and- 
answer symposium on hearing-aid prob- 
lems as they arise in daily otologic prac- 
tice. The participants are invited to sub- 
mit such questions as the following: 


When does a hard-of-hearing patient 
need a hearing aid? 


What are the comparative merits of bone 
and air conduction instruments? 


What are the limitations of a hearing 
aid? 


Which is the best hearing aid? 


How should the patient go about getting 
a hearing aid? 


What can the otologist do to combat 
high-pressure salesmanship? 
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COURSE 323 


Room 722 Periods T-2, T-3 


GEORGE A. SISSON, M.D. 
NORMAN E. JOHNSON, M.D. 
and 
FRANK BATLEY, M.D. 


BY INVITATION 


JACK J. ROSE, D.D.S. 


BY INVITATION 


Syracuse, N. Y. 


Team Judgment in the Management of 
Head and Neck Cancer 


A two-period course—$A.00 


A successful head and neck cancer 
team should be composed of an alert di- 
agnostician, a competent surgeon, a wide- 
ly trained radiotherapist and a qualified 
prosthodontist. The format for preop- 
erative conferences with all members of 
the team participating will be described 
as it operates now at the State University 
of New York Upstate Medical Center. 


Difficulties encountered when deter- 
mining primary or secondary modality 
of treatment used will be presented by 
both surgeon and radiotherapist. All 


principal areas of the head and neck will 
be included in the discussion. 


A prosthodontist will explain how he 
can give support most effectively both 
in the operating room and postoperative- 
ly. A model case will be presented to il- 
lustrate how the services of a cancer con- 
trol team are integrated. 


COURSE 324 
711 Periods Th-1, Th-2 


THEODORE E. WALSH, M.D. 
St. Louis 


What Can Be Done For Deafness 


Room 


A two-period course—$A4.00 


The problems of relieving deafness, in- 
cluding the efficacy or failure of various 
forms of treatment and surgery, will be 
considered. The value of hearing aids 
and rehabilitation measures for patients 
who cannot be helped by medical or 
surgical means will be discussed. The ap- 
parent success of quackery will be ex- 
plained. The members of the course are 
encouraged to submit questions and to 
join actively in an informal discussion of 
the subject. 


INDIVIDUAL COURSES — OTOLARYNGOLOGY 


COURSE 401 
740 Period T-1 


LUCIAN W. ALEXANDER, M.D. 
New Orleans 


The Adenoid Problem 


Room 


There is no operation in surgery so 
badly done in such a large percentage 
of cases as the adenoid operation. A 
discussion of the pathology, techniques, 
failure in results, postoperative treat- 
ment to avoid middle ear infection, the 
management of adenoid remnants and 
case histories will be presented. 


Kodachrome slides will be used. 


COURSE 402 
Room 716 Period W-1 or Th-1l 


VICTOR R. ALFARO, M.D. 
Washington, D. C. 


Fullness in the Ear: Differential 
Diagnosis 


Fullness in the ear, a symptom com- 
monly seen in otologic practice, is usually 
thought to indicate disorders of the con- 
ductive mechanism in the external canal, 
middle ear, or eustachian tube. Careful 
appraisal of patients with fullness in the 
ear, however, reveals that it is a very 
common symptom of early labyrinthine 
hydrops. In advanced labyrinthine hy- 
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drops the diagnosis is self-evident be- 
cause of the involvement of the vestibu- 
lar apparatus as well as the cochlea. 
Early recognition, therefore, is most im- 
portant for the establishment of early 
therapy that will prevent the mild hy- 
drops from becoming severe. The symp- 
tomatology, audiometric picture, differ- 
ential diagnosis and treatment will be 
discussed. 


COURSE 403 
Room 724 Period T-3 


FRANZ ALTMANN, M.D. 
JULES G. WALTNER, M.D. 
New York 


Treatment of Meniere’s Disease with 
Ultrasonic Waves 


The basic principles and the technique 
of irradiation of the labyrinth with ultra- 
sound will be discussed. 


With a specially constructed applicator 
the ultrasound is given directly to the 
exposed bony lateral semicircular canal. 
This permits destruction of the vestib- 
ular portion of the labyrinth without 
damage to the cochlea. 


The results of this treatment in pa- 
tients with Meniere’s disease which had 
been refractory to medical treatment will 
be analyzed. They are very satisfactory, 
since the preservation of hearing is far 
superior to that obtained with any other 
form of surgical treatment. 


COURSE 404 
Room 706 Period T-3 or W-3 


BARRY J. ANSON, Ph.D. 
ROBERT LAUGHLIN REA 
Chicago 


BY INVITATION 


Stapediovestibular Anatomy in Relation 
to the Problems of Stapes Surgery 


The major hazards in currently fa- 
vored procedures in endaural surgery 
are set by the following features of de- 
velopmental and adult anatomy of the 
stapes and related structures: retention, 
by the stapes, of its embryonic cartilage 
and fetal bone (with consequent exces- 
sive fragility in adult structure and prob- 
able inability to heal): nearness of the 


stapedial base to vital parts of the en- 
dolymphatic duct system; invasion of 
the surgeon’s ‘‘working space’’ of the 
middle ear by the promontory of the 
cochlea and the arch of the facial canal; 
thinness of the wall of the cochlea and 
dehiscence of the canal of the facial 
nerve. 


The lecture will be illustrated by lan- 
tern slides prepared from photomicro- 
graphs of sections and drawings of re- 
constructions and dissected specimens of 
original otologic material. 


COURSE 405 


Room 710 Period W-1 


BEVERLY W. ARMSTRONG, M.D. 
Charlotte, N. C. 


Use of Vinyl Tubing in the Treatment 
of Chronic Secretory Otitis Media 


In the past fifteen years we have ob- 
served an increase in the incidence of 
chronic secretory otitis media. It is the 
most common cause of impaired hearing 
in children. Experience in ventilating the 
middle ear with indwelling plastic tubing 
will be presented and the results ana- 
lyzed. The lecture will be illustrated with 
a motion picture and lantern slides. 


COURSE 406 
Room 727 Period W-3 


RALPH A. ARNOLD, M.D. 
Durham, N. C. 


Radiographic Diagnosis of 
Temporal Bone Lesions 


Normal anatomy of the temporal bone 
as seen on a roentgenogram will be dem- 
onstrated and discussed. The usual views 
that are taken will be described, as well 
as what information can be obtained 
therefrom. 


Pathologic changes that can be dem- 
onstrated roentgenographically will be 
shown of cases that have been proved 
by surgery or by biopsy. 


Pitfalls and errors in diagnosis 
be discussed: however, 


will 
the techniques 


of taking roentgenograms will not be dis- 
cussed. 
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COURSE 407 
706 Period Th-1 


JOSEPH P. ATKINS, M.D. 
Philadelphia 


Bronchoscopic Problems of Infancy and 
Childhood 


The true test of an endoscopist’s skill 
is the way he handles the endoscopic 
problems of the child. The difficulties 
which may be encountered and the tech- 
niques most useful in eliminating them 
will be discussed. Radiologic evaluation 
of bronchoscopic problems and endoscop- 
ic techniques most useful in the solution 
of these problems will be considered. 


COURSE 408 


Room 715 Period Th-2 


OSCAR J. BECKER, M.D. 
Chicago 


Plastic Surgery of Protruding Ears 


An original technique for correcting 
protruding ears is to be presented. This 
method has proved highly satisfactory 
in reproducing the normal contours of 
the auricle and in setting the ear back 
to the head at the proper angle. 


The anatomy of the external ear, the 
etiology and pathology of protruding 
ears, and a historical survey of operative 
procedures will be included in the dis- 
cussion. 


COURSE 409 


Room 728 Period W-3 or Th-3 


JULIUS W. BELL, M.D. 
New York 


Correction of Outstanding Ears 


A new approach for the correction of 
the outstanding ear is presented. 


The auricle is divided into three com- 
partments by two horizontal lines: one 
at the level of the bifurcation of the 
crura of the antihelix, the other at the 
level of the antitragus. The elements in 
their respective divisions are corrected 
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in orderly sequence with assurance that 
the normal configuration will be auto- 
matically restored as soon as the path- 
ologic factors are removed. If adopted, 
this technique will be helpful to the be- 
ginner in his otoplastic operation. 


In the lower compartment, techniques 
will be given for the correction of the 
forward cocking of the lobule, the cauda 
helicis and the conchal structures medial 
to the antitragus. 


In the middle compartment, proce- 
dures will be presented for reconstruc- 
tion of the scaphoconchial and cephalo- 
conchal angles. 


In the upper compartment, the man- 
agement of the superior and inferior 
crura, the triangular fossa and the helix 
will be discussed in detail. 


COURSE 410 
Period W-2 or Th-2 


RICHARD J. BELLUCCI, M.D. 
New York 


Room 724 


Surgery of the Stapes and Oval Window 


The surgically important anatomic 
characteristics of the tympanic mem- 
brane, stapes, oval window, and other 
structures in the operation for mobiliza- 
tion of the stapes wiii be discussed. 


The technical considerations involved 
in performing the operation on the stapes 
and oval window will be discussed. An 
evaluation of the advantages and limi- 
tations of this surgical procedure will be 
presented. 


COURSE 411 


Room 728 Period T-3 


NATHAN A. BOLOTOW, M.D. 
Providence, R. I. 


Rhinoplasty: Recent Advances 


Any applied art, such as rhinoplasty, 
becomes obsolete within a few years be- 
cause of the constantly increasing infor- 
mation, the modification of the surgeon’s 
view, and his greater experience. An at- 
tempt will be made to present the newer 
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concepts and techniques in the process 
of shortening the nose, modeling the 
lobule, narrowing the nasal pyramid, and 
hump removal. Unsolved problems in 
rhinoplasty will be discussed. 


COURSE 412 


Room 731 Period T-1 
JOHN E. BORDLEY, M.D. 
Baltimore 


Deafness in the Infant and 
Preschool Child: Etiology 


This hour will be devoted to informa- 
tion which has been assembled over the 
past six years regarding a large group of 
preschool children with severe communi- 
cative handicaps. Special emphasis will 
be placed on the etiologic factors that ap- 
parently have been associated with the 
hearing problem. Correlation will be 
made of the type of hearing loss with the 
etiologic factor under consideration. 
There will be discussion of the type of 
history and the type of examination to 
be undertaken by a clinician to help in 
the diagnosis of hearing loss in such chil- 
dren. 


COURSE 413 


Room 740 Period W-1 
WESLEY H. BRADLEY, M.D. 
Syracuse, N. Y. 


Practical Office Speech Audiometry 


The use of speech audiometry has be- 
come established as one of our most 
helpful diagnostic tools. Yet, many prac- 
ticing otolaryngologists have completely 
disregarded its use because of the mis- 
taken belief that speech audiometry re- 
quires extensive space, expensive equip- 
ment, and many extra hours for testing. 
In this course, I shall attempt to show 
how speech audiometry can be done in a 
very practical manner by the average oto- 
laryngologist without extensive space 
changes and equipment additions. Illus- 
trative cases will be used to show some 
of the diagnostic rewards obtained from 
its use. 


INSTRUCTION SECTION 


COURSE 414 
Room 728 Period W-2 


FRIEDRICH 8S. BRODNITZ, M.D. 
New York 


Actor and Singer as Patients of the 
Otolaryngologist 


Singers and actors form a group of 
growing importance in the practice of 
the laryngologist. To handle these pa- 
tients well requires an understanding of 
the techniques involved in the profession- 
al use of the voice and of the medical, oc- 
cupational and psychological problems of 
the artist. 


A review of this field will be presented 
by dealing with the following topics of 
practical importance: 


1. Check-up examination of the vocal 
organs 


2. Technical problems of professional 
singing and speaking 


3. Infection in the vocal organs of the 
artist 


4. Evaluation of local treatments 
5. Handling of emergencies 


6. Judging the fitness to perform 


Psychology of the artist-patient 


8. Differential diagnosis of functional 
voice disturbances 


COURSE 414-A 
Room 721 Period Th-2 


RAYMOND CARHART, Ph.D. 
Evanston, Ill. 
BY INV’ “ATION 


Auditory Tests in Diagnosis 


Lesions at various sites within the 
auditory mechanism are characterized by 
distinct patterns of auditory test results. 
By administering a battery of special 
tests, including Bekesy audiometry, loud- 
ness balance, SISI, and distorted speech 
tests, lesions in the middle ear, cochlea, 
eighth nerve, and central auditory path- 
ways may be effectively differentiated. 
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No single test can be relied on in all 
cases, but by the use of a sufficiently 
diversified battery, reliable and meaning- 
ful patterns may be identified. 


COURSE 415 
Room 727 Period W-1 or Th-1 
AUGUST P. CIELL, M.D. 
Philadelphia 


Hypnosis in Otolaryngology 


The phenomenon of suggestibility and 
the hypnotic trance has been known for 
thousands of years, but it has only re- 
cently been accepted as a useful adjunct 
to medical therapy. 


The otolaryngologist can master this 
art with a minimum of effort. In his 
Office he may induce safe anesthesia and 
remove the gag reflex and annoying 
anxiety symptoms. In the operating room 
he can effectively alleviate preoperative 
anxiety and postoperative pain. 


In this course an attempt will be made 
to cover the use of hypnosis in otolaryn- 
gology, and tests for suggestibility, using 
members of the course for subjects, 
will be demonstrated. A quick and prac- 
tical method for inducing the hypnotic 
trance will be demonstrated if time al- 
lows. 


COURSE 416 
Room 712 Period W-3 
EDWIN W. COCKE, JR., M.D. 
Memphis 


Salivary Gland Tumors: Management 


The differential diagnosis, surgical 
anatomy, and surgical procedures per- 
taining to salivary gland tumors will be 
discussed. 


The management of parotid salivary 
tumors and the related facial nerve will 
be emphasized. The material to be pre- 
sented is not new and is not meant for 
instruction of those who feel that they 
can now confidently perform these oper- 
ations. The material will be illustrated 
on 35 millimeter slides. 


OTOLARYNGOLOGY — INDIVIDUAL 


COURSE 417 
Room 721 Period W-3 


CLAUDE C. CODY, Ill, M.D. 
Houston, Texas 


Eustachian Tube: 
Management of Pathologic Conditions 


Management of pathologic conditions 
of the eustachian tube is a subject that 
confronts every practicing otolaryngolo- 
gist. Unfortunately, many symptoms are 
erroneously attributed to the eustachian 
tube when this is not the real seat of 
trouble. 


A working classification of lesions of 
the eustachian tube, suppurative and 
nonsuppurative, in both the young and 
old, will be offered. Kodachrome slides 
which show various stages of retraction 
and various stages of effusion in the ear- 
drums of children will be shown. The re- 
lationship of such conditions to hearing 
will be stressed. Management, including 
adenoidectomy, myringotomy with suc- 
tion, inflation, and the possible use of 
radium and roentgen therapy will be cov- 
ered. Our changing concepts regarding 
suppurative otitis media and serous otitis 
media and their relationship to hearing 
will be developed. 


Serous otitis media and adhesive otitis 
media, and the problems they present in 
adult patients, will be dealt with along 
with various methods of management. 


Vertigo and its possible relation to 
tubal obstruction will be reviewed. Spe- 
cial emphasis will be placed on office 
management of tubal obstruction. The 
methods for its diagnosis and treatment 
will be thoroughly covered. A short mo- 
tion picture on equipment and technique 
used in the management of tubal obstruc- 
tion in routine office practice will be 
shown. 


COURSE 418 
Room 728 Period T-1i 


WESLEY E. COMPERE, JR., M.D. 
Los Angeles 


Radiologic Examination of the Mastoid, 
Middle Ear, and Eustachian Tube 
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The equipment, positions, and tech- 
niques necessary for the visualization of 
disease in the tympanic cavity, attic, and 
aditus will be described, as well as the 
radiologic methods of evaluating func- 
tion of the eustachian tube. When pos- 
sible, the radiographic findings will be 
correlated with the surgical findings, pro- 
cedures, and results. 


COURSE 419 
738 Period W-3 


DONALD A. CORGILL, M.D. 
Dallas 


Room 


Radical Hypopharyngeal Surgery 
Combined with Neck Dissection 


Patients when first seen by the laryn- 
gologist are often suffering from ad- 
vanced stages of carcinomatous disease of 
the hypopharynx involving the larynx, 
pharynx, tonsil, base of the tongue, with 
local metastasis to the neck already pres- 
ent on either one or both sides. A one- 
stage surgical procedure adequately en- 
compassing all malignant tissue, together 
with methods of primary (aortic homo- 
graft) or secondary reconstruction, im- 
mediate and long-term postoperative re- 
sults, complications, including the prob- 
lem of the carotid artery, and methods 
of dealing with them, will be described 
with the aid of color slides and a colored 
motion picture of the operations and of 
the complications. Time sequence pho- 
tography has been applied to the resolvy- 
ing complications. The results of such 
very radical procedures during an eleven- 
year experience will be presented. 


COURSE 420 


Room 727 Period T-1 


JOHN F. DALY, M.D. 
New York 


JOHN C. CARDONA, M.D. 
Nyack, N. Y. 


Corrosive Esophagitis: 
Recent Advances in Management 


The primary object in the management 
of corrosive esophagitis due to ingestion 
of acids and alkalies is the prevention 
of stricture formation. Results of treat- 


ment with antibiotics, steroids and pro- 
phylactic dilatation at the New York Uni- 
versity-Bellevue Medical Center will be 
presented. Diagnosis and management of 
complications will be covered. 


COURSE 421 
Room 713 Period T-3 


KENNETH D. DEVINE, M.D. 
Rochester, Minn. 


Total Laryngectomy: 
Anatomy and a Technique 


This course will consist of a short his- 
tory of the operation, laryngectomy, a 
motion picture showing a technique of 
total laryngectomy, and a lecture on the 
pertinent anatomy illustrated with lan- 
tern slides. 


COURSE 422 


Room 721 Period T-1 or W-l1 


DAVID D. DeWEESE, M.D. 
Portland, Ore. 


The Problem of the Dizzy Patient 


This course will include a discussion 
of the factors to be taken into consider- 
ation in making a differential diagnosis 
of the patient who comes to the physi- 
cian with the complaint of ‘‘dizziness.’’ 
There will be remarks on the importance 
of certain facets of history taking. There 
will also be a discussion of nystagmus 
and of the value and interpretation of 
labyrinthine tests. A workable outline of 
those diseases and conditions which must 
be taken into account when considering 
the symptom of dizziness will be present- 
ed. An attempt will be made to keep in 
mind those practical points which are 
of value in differential diagnosis of this 
symptom in everyday practice. Treatment 
of certain types of dizziness and vertigo 
will be considered. 


COURSE 423 


Room 727 Period Th-2 
JOHN T. DICKINSON, M.D. 
Pittsburgh 
Saddle Nose 
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This common nasal deformity will be 
discussed from a standpoint of etiology, 
prevention, and correction. The correc- 
tion of coexisting or secondary deformi- 
ties will be given first attention. Local 
tissue replacement with osteoplastic and 
chondroplastic techniques will be con- 
sidered along with the use of cartilage 
flaps from the upper and lower lateral 
cartilages. Grafts to be discussed will 
include autogenous cartilage and bone 
and homogenous cartilage and bone. 
Acrylic will be the only foreign body im- 
plant discussed. The fundamental prin- 
ciples in the use of these materials will 
be given and their relative merits 
weighed. 


COURSE 424 


Room 732 Period W-3 
or or 
Room 738 Period Th-1 


JOHN B. ERICH, M.D. 
Rochester, Minn. 


Fractures of the Facial Bones 


This course will deal with fractures in- 
volving the mandible, maxilla, malar and 
nasal bones. The methods of treatment 
which have been found most effective at 
the Mayo Clinic will be stressed, and 
classifications which facilitate the man- 
agement of some of these traumatic in- 
juries will be discussed. 


COURSE 425 
Crystal Room Period T-1 


J. BROWN FARRIOR, M.D. 
Tampa, Fla. 


Tympanoplasty in 3-D: 
Surgical Pathology and Technique 


Detailed interpretation of the existing 
surgical pathology is the basis of sound 
surgical judgment. The purpose of this 
course is to demonstrate the variations 
in surgical pathology of the middle ear 
which have been responsible for success 
or failure of tympanoplastic surgery. 


The cases will be presented in order of 
the complexity of the pathology, as fol- 
lows: 


Canal Lesions 
Central Perforations 


Central Perforations with Choles- 
teatoma 


Small Attic Perforations with 


Cholesteatoma 


Middle Ear Cholesteatomas from 
Secretory Otitis 


Middle Ear Cholesteatomas, Tym- 
panoplasties, Types II, III, and 
lV 


Traumatic Marginal Perforations 


Suppurative Labyrinthitis in Ger- 
iatrics 


COURSE 426 
Period T-2 


J. BROWN FARRIOR, M.D. 
Tampa, Fla. 


Crystal Room 


Stapes Operations 1960: Pathologic 
Indications For Bypass Surgery and 
Vein Graft 


The thesis of this presentation is the 
specific pathologic indications for the 
various operations on the stapes and oval 
window. 


The anterior crurotomy, with mobili- 
zation and impaction of the posterior half 
of the stapes, is preferred in all anterior 
lesions. The technique of the anterior 
crurotomy is presented. A total mobiliza- 
tion of the stapes is not performed as 
an operation of choice. 


Artificial crura of polyethylene or 
stainless steel are indicated in bicrural 
otosclerosis. 


Subtotal footplate fenestration with 
gelfoam implant is indicated in thin foot- 
plate otosclerosis when the marginal mu- 
cous membrane can be preserved. Fen- 
estration of the oval window and vein 
graft are indicated in complete thick 
footplate otosclerosis. 


The surgical pathology of the stapes 
is described along with the appropriate 
surgical technique. 
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COURSE 427 
Room 738 Period W-1 
RICHARD T. FARRIOR, M.D. 
Tampa, Fla. 


A Method of Otoplasty 


A new technique for producing normal 
contour of the antihelix and scaphoid 
fossa in the correction of protruding ears 
will be presented. Detailed attention will 
be given to the anatomy of the average 
normal ear. Cadaver sections will be used 
for illustration. 


A critical comparison will be made of 
the currently used techniques and the 
method presented. A historical review 
of the operation will be outlined and the 
shortcomings of earlier procedures point- 
ed out. Errors in technique and addition- 
al combined techniques will be incor- 
porated. 


The course wil! be illustrated by color 
transparencies of the anatomy, surgical 
technique of the actual operation, and 
surgical results, with emphasis upon nor- 
mal contour as seen from the side. 


COURSE 428 
Room 715 Period Th-3 
RICHARD T. FARRIOR, M.D. 
Tampa, Fla. 


Cancer of the Head and Neck 


Color transparencies representing com- 
mon and unusual lesions from each of 
the anatomic areas of the head and neck 
are presented. Photographs made during 
surgery, representing particular tech- 
niques extending from simple outpatient 
procedures to major en bloc combined 
neck resections, are presented. Original 
techniques are incorporated with the 
currently accepted principles of cancer 
surgery. 


The course emphasizes the need for 
every otolaryngologist to be familiar 
with the detection and management of 
head and neck cancer, whether or not he 
himself performs the major operation. 
For the surgeon doing these procedures, 
a thorough knowledge of the reconstruc- 
tive aspects involved allows him to be 
more radical in his initial excision, in- 


creasing the cure rate. Some form of 
primary reconstruction, where there 
would be a significant disturbance in 
function without its use, has much in its 
favor. If reconstruction would alter in 
any way the main objective of curing the 
cancer, it should not be given any con- 
sideration. 


COURSE 429 
Room 738 Period T-1 
MORRIS FISHBEIN, M.D. 
Chicago 


BY INVITATION 
Medical Writing 


The course will follow in outline the 
textbook entitled Medical Writing: The 
Technic and the Art. The discussion will 
concern types of papers accepted by vari- 
ous publications, the preparation of 
charts, tables, and illustrations, the use 
of protocols of experimentation, and the 
technique of the case report. 


COURSE 430 


Room 740 Period W-3 
G. SLAUGHTER FITZ-HUGH, M.D. 
WALTER C. McLEAN, M.D. 
Charlottesville, Va. 


Salivary Glands: Common Disorders 


A classification of the salivary glands 
will be presented for consideration. The 
recognition, diagnosis, and treatment of 
some of the more commonly encountered 
disorders will be discussed. No effort will 
be made to consider the more unusual 
conditions. Pertinent facts will be illus- 
trated by projected diagrams, tables and 
photographs. The comments will follow 
very closely the abstract prepared for 
distribution to the students participating 
in the course. 


COURSE 431 
Room 743 


G. SLAUGHTER FITZ-HUGH, M.D. 
WALTER C. McLEAN, M.D. 
Charlottesville, Va. 


Cancer of the Nasal Accessory Sinuses. 


Period T-2 
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The subject of cancer of the sinuses 
will be presented with the aid of project- 
ed charts, tables, and photographs. The 
nasal, oral, and ocular symptoms and 
signs will be presented in some detail. 
It will be shown that usually the diag- 
nosis is fairly obvious but occasionally 
the pathologist has difficulty in estab- 
lishing a correct, early diagnosis in cer- 
tain cases. Diseased conditions simulat- 
ing cancer will be mentioned and illus- 
trated. The several various plans of 
treatment will be discussed. 


Room 721 Period T-2 


EDMUND P. FOWLER, JR., M.D. 
New York 


Facial Paralysis 


This course will include discussion of 
the following points: 


1. Etiology of neuritis of the seventh 
nerve 


2. Bell’s palsy 


3. Traumatic injuries of the _ facial 
nerve, including those instant to frac- 
ture of the temporal bone 


4. Tumor invasion 


Special attention will be paid to the 
pathologic changes incident to repair and 
methods of decompressing and grafting 
the nerve. There will also be a discussion 
of the medical management of Bell’s pal- 
sy, postrecovery associated movements, 
and involuntary twitches or tics. 


COURSE 433 
Room 722 Period T-1 


A. C. FURSTENBERG, M.D. 
Ann Arbor, Mich. 


Management of Nasal Obstruction 


A discussion of nasal obstruction will 
stress the reflex and inflammatory symp- 
toms of this disorder. Particular empha- 
sis will be placed upon the role of the 
turbinates in nasal obstruction and its 
symptoms. Allergic factors will be re- 


ferred to in a consideration of adequate 
and effective treatment. 


COURSE 434 
Room 710 Period Th-2 
ARAM GLORIG, M.D. 
Los Angeles 
The Otolaryngologist and Hearing Aid 
Selection 


The purpose of this course will be to 
answer many of the questions surround- 
ing selection of a hearing aid, especially 
those which the ‘‘hearing loss patient’’ 
directs to the physician when he is in- 
formed that a hearing aid will be neces- 
sary. 


COURSE 435 
Room 722 Period W-1 
or or 
Room 733 Period Th-1 


IRVING B. GOLDMAN, M.D. 
New York 


Correction of the Deviated Nose 


Reparative surgery for the deviated 
nose improperly carried out may change 
a moderate or severe deformity into a 
major defect. This causes physiologic dis- 
turbances superimposed on unsatisfac- 
tory esthetic results. The deviated nose 
is invariably associated with a deflected 
septum; both can be advantageously cor- 
rected at one operation by the procedure 
to be outlined. Restoration of normal in- 
tranasal as well as extranasal contour of 
the deviated nose is accomplished with 
a technique based on the principle of 
shifting displaced parts while maintain- 
ing support of the basic areas. Correction 
of the deviated nose with avoidance of 
“saddling,’’ drooping of the tip and re- 
traction of the columella can thus be 
achieved. 


COURSE 436 
Room 733 Period W-1 
JOSEPH L. GOLDMAN, M.D. 
New York 


Nasal Disorders: 
Current Concepts in Management 


This course will deal with pertinent 
current physiologic, diagnostic and thera- 
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peutic concepts and considerations of 
nasal and sinus disorders of vasomotor 
and infectious origin. Special attention 
will be paid to precise differential diag- 
nostic procedures and surgical tech- 
niques. 


COURSE 437 


Room 710 Period T-1 or Th-1 


VICTOR GOODHILL, M.D. 
SEYMOUR J. BROCKMAN, M.D. 
Los Angeles 


The Articulated Prosthesis in 
Stapes Surgery 


With the present evolutionary changes 
in stapes surgery in otosclerosis, our 
present basic plan is as follows: 


1. In cases where there is no invasion 
of either crus and where the central 
portion of the footplate is still translu- 
cent, the standard peribasal chisel tech- 
nique is still employed. This method is 
effective in a small percentage of cases. 
but in these specific cases it is just as 
effective as far as long range results are 
concerned, as the prosthetic approach to 
be described below. 


2. Prosthetic stapediolysis employs 
an articulated polyethylene prosthesis, 
which is so fashioned as to become at- 
tached to the incus for push-pull dynam- 
ics. The oval window segment of the 
prosthesis is prepared in each instance 
to fit specific needs. 


It is the conviction of the authors that 
radical oval window surgery is not indi- 
cated in most cases, and that conserva- 
tive approaches will probably be safer 
and more effective from a long-range 
point of view. Evidence along these lines 
will be presented. 


COURSE 438 
Room 713 Period T-2 


ARTHUR J. GORNEY, M.D. 
Boston 


Septum Surgery in the Twisted Nose 


For the patient with a straight bony 
nose, whose septum is deviated and dis- 
located, with a typical twisting of the 
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cartilaginous portion of the nose, rhino- 
plasty is often unnecessary or possibly 
not desired by the patient. This course 
will describe the details of an operation 
designed to correct the deviation of the 
septum along with the dislocation of 
the caudal end of the septal cartilage, 
at the same time straightening the twist 
of the lower part of the nose, without 
performing rhinoplasty. The operation 
has been taught for a number of years at 
the Boston City Hospital to the residents 
in otolaryngology, and has been per- 
formed successfully by them long before 
they could possibly qualify to do rhino- 
plasty. 


This operation can therefore be used 
by the otolaryngologist whether he does 
rhinoplasty or not, to do adequate sep- 
tum surgery on these cases without per- 
forming the rhinoplasty procedure. To 
many patients, this would be much more 
satisfactory. The general principles of 
the operation are also incorporated in the 
rhinoplasty operation, when indicated. 


COURSE 439 


Room 721 Period T-3 


EUGENE L. GRANDON, M.D. 
Iowa City 


Plastic Surgical Procedures for the 
Otolaryngologist 


Numerous lesions and minor deformi- 
ties about the face and neck can easily 
be managed by the otolaryngologist. One 
must have a knowledge of skin grafting 
and the proper use of flaps to handle 
these cases adequately. 


A variety of procedures will be de- 
scribed with actual case illustrations. 


COURSE 440 
Period W-3 


PAUL GUGGENHEIM (M.D. 
Council Bluffs, Iowa 


Technique and Pitfalls of Adenoidectomy 


1. Brief historical survey, mentioning 
the works of von Gyergyai, Yankauer, 
Lothrop, Holmes, Beck, Kelly, Love, L. 
K. Guggenheim, Meltzer and others. 
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2. Methods of clinical examination of 
the nasopharynx: mirror examination, 
electric nasopharyngoscope, direct expo- 
sure with palate retractor, radiography. 


3. Operative prerequisites: illumina- 
tion, position of patient and surgeon, in- 
strumentarium. 


4. Technique of direct exposure of 
nasopharynx for biopsy of Rosenmuel- 
ler’s fossa and for direct adenoidectomy. 
Unique features of the direct view and 
resulting feelings of estrangement on 
part of the surgeon. 


5. Techniques of excision of adenoid 
tissue, use of scalpel or scissors, curet, 
adenotome, punch forceps. 


6. Histopathology of the lateral ade- 
noid and its bearing on the question of 
irradiation versus surgery. 


i’. Brief mention of the role of unre- 
sorbed mesenchyme in conductive deaf- 
ness in children, and the role of tubal 
dilatation in its treatment. 


8. Otologic results. 


9. Complications. 


COURSE 441 


Room 732 Period T-1 or Th-1l 

FREDERICK R. GUILFORD, M.D. 

WILLIAM K. WRIGHT, M.D. 
Houston, Texas 


Controlled Healing of Tympanoplasty 
And Mastoid Cavities 


This is a discussion of obliterative 
techniques used to ensure small mastoid 
and tympanoplasty cavities, allowing for 
more rapid and controlled healing of 
the cavity. Emphasis is placed on obtain- 
ing a small cavity completely lined with 
squamous epithelium within five weeks 
postoperatively. The potential cavity fol- 
lowing mastoidectomy or tympanoplasty 
is made smaller when necessary by par- 
tial or complete obliteration of the mas- 
toid bowl by swinging a pedicle of soft 
tissue into the defect from the post- 
auricular subcutaneous tissue. A cavity 
approximating the size of the normal ex- 
ternal auditory canal is the desired re- 
sult. 


Complete healing of the resultant cav- 
ity is effected in 90 per cent of the cav- 
ities within five weeks after operation, 
thus avoiding a long course of postoper- 
ative care and recurrent suppuration. 


COURSE 442 


Room 732 Period Th-3 


FREDERICK R. GUILFORD, M.D. 
WILLIAM K. WRIGHT, M.D. 
Houston, Texas 


Stapes Mobilization Techniques 


This course will review our experience 
with the various techniques of stapes 
mobilization, from the original Rosen 
technique through the Shea stapedectomy 
with vein graft operation. Results ob- 
tained with each technique, including 
complications, will be reviewed. 


Illustrations will include color slides 
depicting various types of otosclerotic 
involvement of the middle ear as well as 
congenital anomalies encountered in our 
series. 


Details concerning our present method 
of selection of patients for stapes mobili- 
zation will be discussed. Our personal 
experience with the stapedectomy opera- 
tion will be reviewed in detail, including 
techniques, problems encountered and 
postoperative results. 


COURSE 443 


Room 740 Period T-2 


0. ERIK HALLBERG, M.D. 
Rochester, Minn. 


Severe Nosebleed 


Severe nosebleed requires prompt and 
decisive action by the rhinologist. The 
tendency has been to make more exten- 
sive use of surgical intervention. How- 
ever treatment varies greatly depending 
upon the site of the bleeding. The dif- 
ferent types of medical and surgical 
treatments will also be discussed in de- 
tail. 


COURSE 444 


Room 738 Period W-2 
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0. ERIK HALLBERG, M.D. 
Rochester, Minn. 


Sudden Deafness 


Sudden unilateral or bilateral impair- 
ment of hearing is a symptom, not a dis- 
ease. It is very distressing, alarming to 
the patient, and deserves our most care- 
ful attention. The pathology, etiology, 
diagnostic factors and other pertinent 
data will be discussed. The most com- 
mon cause of sudden deafness is thought 
to be vascular accident involving the 
blood supply to the cochlea, the equili- 
bratory labyrinths, or both. 


There is some evidence to show that 
patients so afflicted are more susceptible 
than the average patient to the develop- 
ment of other vascular accidents later in 
life. Treatment and type of examination 
needed will also be discussed in detail. 


COURSE 445 


Room 738 


Period T-3 


HERBERT P. HARKINS, M.D. 
Philadelphia 


Routine Office Management of Allergic 
Patients 


The modern otolaryngologist daily sees 
patients who are suffering from allergies 
of the ear, nose and throat. It is essential 
that he be able to diagnose these condi- 
tions accurately and to outline effective 
and complete therapy. 


The essential features of the following 
procedures will be discussed: 


1. History taking 


2. The clinical examination of the ear, 
nose and throat 


3. Necessary laboratory studies to be 
performed in the office 


4. Skin testing 


5. Desensitization, 
high dilution 


6. Elimination diets 


both standard and 


7. Office surgical procedures 


The course will be illustrated by lan- 
tern slides which show necessary equip- 
ment and techniques. 
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COURSE 446 


Room 738 Period Th-2 


JEROME A. HILGER, M.D. 
St. Paul, Minn. 


Office Diagnostic Methods and 
Treatments 


Diagnostic procedures in sequences 
valuable in the otolaryngologic office ex- 
amination comprise the major portion of 
the hour. References to therapy will be 
in general terms rather than _ specific 
formulas. 


COURSE 447 
Room 724 Period T-1 
RAYMOND L. HILSINGER, M.D. 
Cincinnati 


Vascular Headaches 


In the far past all complicated head- 
aches were considered migraine. In the 
more recent past, since the work of Hor- 
ton, Wolff and Friedman, much has been 
done to classify the various types of vas- 
cular headaches. However, the pendulum, 
as usual, has swung too far to the other 
side, and now there is far too much 
classification. If this continues, each little 
cranial artery will have its own headache 
syndrome. 


In this course a very simple classifica- 
tion of vascular headaches will be pro- 
posed, and general diagnosis and treat- 
ment of both vasodilating and vasospastic 
headaches will be discussed. The sympto- 
matic and prophylactic aspects of treat- 
ment will be considered. 


COURSE 448 
722 Period Th-1 


JACK V. D. HOUGH, M.D. 
Oklahoma City 


Room 


Anatomic Variations in the Middle Ear: 
Their Significance in Stapes Mobilization 


The numerous procedures to restore 
function to the conductive mechanism of 
the middle ear have produced urgent de- 
mands for more information regarding 
the variations one might encounter when 
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the eardrum is elevated and the mech- 
anism of the middle ear is viewed. In 
modern otology, micro-orthopedics and 
plastic revisions of delicate proportions 
must be performed. This work requires 
basic knowledge in middle ear variations. 
Otherwise, a slight distortion or absence 
of a landmark may be a mechanical pit- 
fall with an undesirable result. 


Reports of middle ear malformation 
unassociated with other known defects 
have been extremely rare in the past; 
however, they are much more common 
than has been realized. A large number 
and a large variety of significant defects 
have been observed in a series of 500 
transaural tympanotomies. These will be 
presented with kodachrome slides and 
illustrations. Embryology, diagnostic 
problems, etiologic factors and surgical 
corrective measures will be discussed. 


COURSE 449 


Crystal Room Period Th-3 


HOWARD P. HOUSE, M.D. 
Los Angeles 


Stapes Mobilization Procedure: 
Personal Experiences 


Changing trends in stapes mobilization 
will be discussed. The current techniques 
will be reviewed, based on a statistical 
analysis of our series of mobilized cases, 
including surgical revision and the use 
of plastics. 


COURSE 451 


Room 713 Period Th-3 


FORDYCE JOHNSON, M.D. 
Pasadena, Calif. 


Tonsillectomy and Adenoidectomy 


Present day advancement compels the 
specialist to be better in his field than 
the general practitioner. Today the oto- 
laryngologist should be able to show su- 
perior skill in tonsillectomy and adenoid- 
ectomy over his nonspecialist competitor. 
This course will show you the way to 
do just this, not only in the surgical pro- 
cedure, but also in the preoperative and 
postoperative care of the patient. 
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The discussion, aided by slides and 
motion pictures, will include the advan- 
tages of the surgeon sitting at the head 
of the operating table, the pros and 
cons of intubation in tonsillectomy and 
adenoidectomy, the examination of the 
adenoid area, nasopharynx and posterior 
nostrils, and the control of bleeding. The 
proper handling of the patient preopera- 
tively and postoperatively with a discus- 
sion of fluids, electrolytes, metabolism, 
and catabolism as it applies to these op- 
erations will also be presented. 


COURSE 452 
Room 715 Period W-1 or Th-l 


EDLEY H. JONES, M.D. 
Vicksburg, Miss. 


External Otitis: Suggestions for 
Improvement in Diagnosis and Therapy 


External otitis continues to be a trou- 
blesome problem, and this course will be 
directed toward more satisfactory man- 
agement. 


Numerous studies have been made by 
many investigators, and the more per- 
tinent studies will be reviewed. 


Emphasis will be placed on the basic 
concept that external otitis is a derma- 
tological problem, and a simple etiologic 
classification will be presented. This will 
be supported by review of recent histo- 
pathologic studies of typical chronic and 
acute cases. 


Specific diagnosis should be based on 
these fundamental principles, correlated 
with the history, clinical findings and in- 
dicated clinical laboratory examinations. 
Correct diagnoses and clinical experience 
will indicate more specific therapy, with 
quicker relief and better results. 


Patients should not be discharged un- 
til they are instructed in the proper 
care of the external ear in order to pre- 


vent recurrences. Many, perhaps most, 
of our cases are acute episodes of a 
chronic dermatitis, and such instruction 
is particularly indicated in these cases. 


Room 733 Period T-2 
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LEWIS W. JORDAN, M.D. 
Portland, Ore. 


Recent. Nasal Fractures: Management 


Recent advances in rhinoplasty by 
otolaryngologists for the improvement of 
nasal function have directed attention to 
more precise methods for the handling 
of nasal fractures. The proper manage- 
ment of these injuries will prevent much 
later disability. 


This course will present a practical ap- 
proach to the management of the frac- 
tured nose. It will include discussion of 
(1) pathologic changes; (2) methods of 
making an early diagnosis; (3) use of 
local anesthesia; (4) correction of dis- 
placed bony fragments: (5) reduction of 
septal fractures; (6) open reduction in 
cases which cannot be corrected by closed 
methods; (7) application of external and 
internal dressings; (8) nasal injuries in 
children; and (9) old fractures. 


COURSE 454 


Room 732 Period T-3 


RAYMOND E. JORDAN, M.D. 
Pittsburgh 


Meniere’s Disease: Diagnosis and 
Treatment 


This course will cover the management 
of the patient with Meniere’s disease. Di- 
agnosis and therapy, both medical and 
surgical, will be presented. Discussion of 
medical therapy will be confined to the 
methods used by the author. Discussion 
of surgical management will include se- 
lection of cases for operation and pro- 
cedures used. Long-term results of this 
type of management will be presented. 


COURSE 455 


Room 716 Period T-3 or W-3 


ARTHUR L. JUERS, M.D. 
Louisville, Ky. 


Perforations and Hearing Conservation 
Surgery 


The “marginal eversion’’ method of 
office closure for central tympanic per- 
forations will be described. Selection of 
cases for office closure and graft closure 
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technique will be discussed. The genesis 
of attic cholesteatoma will be considered 
with emphasis on indications for surgical 
intervention, possibilities of preserving 
or restoring hearing as well as getting 
a dry, safe ear when surgical treatment 
is indicated. Selected case reports will 
be used to illustrate problems of prog- 
nosis and technique. 


COURSE 456 
Room 734 Period W-3 
JOSEPH I. KEMLER, M.D. 
Baltimore 


Diagnostic and Therapeutic Aids in the 
Practice of Otolaryngology 


As related to: 

Epistaxis 

Acute and chronic sinusitis 
Submucous resection 
Lacrimal disorders 


Focal infections 


Retropharyngeal and parapharyngeal 
infections 


7. Indirect laryngoscopy 


8. Differentiating functional and organic 
maladies of the larynx 


9. Meniere’s syndrome 


COURSE 457 


Room 710 Period W-2 


JOHN A. KIRCHNER, M.D. 
New Haven, Conn. 


Facial Bone Injuries 


Trauma to the zygoma, maxilla or nose 
produces characteristic deformities in the 
middle third of the face. These changes 
may be obscured by hematoma or edema, 
but they can usually be found by careful 
physical and roentgenographic examina- 
tion. Techniques of examination, methods 
of treatment, and details of surgical 


anatomy will be demonstrated by photo- 
graphs of patients with the various types 
of injury. 
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COURSE 458 
Period T-1 or W-1l 


CLAIR M. KOS, M.D. 
lowa City 


Vein Plug Stapedioplasty 


Room 744 


Experience over the past five years 
with more than one thousand stapes op- 
erations, employing various techniques 
which have been statistically monitored, 
has led to the development of an im- 
proved technique currently used for the 
correction of hearing impairment due 
to otosclerosis. 


Essentially, this procedure consists of 
stapedectomy, followed immediately by 
the insertion of a ‘‘vein plug’ into the 
exposed oval window and the creation 
with a steel wire prosthesis of an incudo- 
vestibular arthroplasty which re-estab- 
lishes the continuity of the ossicular 
chain. The results evaluated at the same 
stage of development as in previous tech- 
niques are much superior to those ob- 
tained heretofore. 


Techniques used to remove even the 
most extensive otosclerotic growths from 
the oval window without resorting to the 
diamond burr and drill will be demon- 
strated. Other technical difficulties in ad- 
dition to preoperative and postoperative 
patient care will be discussed. 


COURSE 459 
Room 732 Period W-2 
COL. RALPH N. KRAUS, MC 
and 


MAJ. JOSEPH A. FUREY, MC 


BY INVITATION 
Brooks Air Force Base, Texas 


Adventures in Space 


Is space flight possible? This question 
is frequently posed to the physician. This 
course will prepare him to discuss the 
topic with factual information. The sub- 
ject of weightlessness will be presented— 
what it is, how it is attained, as well 
as how it affects eating, drinking and 
motor performance. 


A brief motion picture will show these 
activities during the weightless state. 
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Potential astronauts have been observed 
in a space cabin simulator for periods 
up to five days. Perceptual aberrations 
were observed. Psychomotor perform- 
ance, alertness and changes in day-night 
cycling were recorded. The results of 
training to Coriolis accelerations will be 
presented. Details of the astronaut pro- 
gram will be discussed. 


COURSE 460 
Period W-3 or Th-3 


FRANCIS L. LEDERER, M.D. 
Chicago 


Diagnostic and Therapeutic Pitfalls 
in Otolaryngologic Practice 


Room 710 


From the very beginning of the inter- 
rogation to the culmination of medical 
and surgical management of the patient, 
potential mishaps and pitfalls are numer- 
ous. Inasmuch as patients seeking the 
services of the otolaryngologist confront 
him with symptoms of a varied nature, 
definitive management entails a matter 
of well chosen words and carefully select- 
ed modalities. In evaluating the chal- 
lenging array of signs, symptoms, and 
symptom-complexes—headache, nasal 
blockage, dizziness, dysphagia, sore 
throat, otalgia, hoarseness, aural or nasal 
discharge, cough, obstructive states of 
the upper or lower airway, epistaxis, tin- 
nitus, hearing loss, disturbance of fa- 
cial, orbital or neck symmetry—pitfalls, 
mistakes, transgressions, accidents, and 
errors of omission and commission are 
at times either apparent or evident. Al- 
though generally speaking none of these 
signs or symptoms is in itself diagnostic, 
all of them require careful evaluation for 
an accurate diagnosis to aid recovery, 
preserve function of a special sense or- 
gan, or save a life. 


In this presentation the potentialities 
for error (diagnostic, therapeutic and 
surgical) are illustrated by charts and 
patient photographs in an effort to learn 
by the experience of others. Prevention 
is, after all, a matter of the knowledge 
that these pitfalls exist. 


COURSE 461 


Room 733 


Period T-3 
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A. NEIL LEMON, M.D. 
Philadelphia 


Serous Otitis Media in Children 


Serous otitis media accounts for mild 
to moderate hearing loss in too large a 
segment of our child population and is 
too often overlooked. Patients referred 
for removal of tonsils and adenoids were 
studied carefully and 17 per cent were 
found to have serous otitis media. 


This course includes a discussion of 
(1) etiologic factors, (2) bacteriologic, 
pathologic and chemical studies of the 
fluid, (3) diagnosis, and (4) manage- 
ment. The recognition of serous otitis 
media is made simple by careful history, 
proper examination, and hearing anal- 
ysis. Effective treatment will be discussed 
in detail step by step. Most of the ideas 
offered in this course are visualized in 
lantern slides. Office care of the condi- 
tion is minutely described and equipment 
demonstrated. 


Time will be permitted for questions 
and answers. 


COURSE 462 
Room 706 Period T-2 
MARK H. LEPPER, M.D. 


Chicago 
BY INVITATION 


Antibiotics in Otolaryngology 


The use of antibiotics in terms of the 
known pharmacology, their effects on 
microbes and the nature of the disease 
processes will be considered. Thus, the 
course will include a consideration of 
the host-parasite, host-drug and drug- 
parasite relationships, and from these 
concepts discussion of the following prob- 
lems will be developed: 


1. When should one treat empirically? 


2. Estimation of effectiveness of the 
drug 


Bacteriologic studies required 
Are sensitivity studies helpful? 


What is optimal treatment? 


a 


When should antibiotics be changed? 
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What are the rules governing the 
choice of drugs when changes are 
made? 


8. What are the reasons for failure? 


9. Drug toxicity and differential diag- 


nosis 
COURSE 463 
Room 706 Period Th-2 
JOHN 8S. LEWIS, M.D. 
New York 


Surgery for Advanced Ear Cancer 


Cancers of the auditory canal, middle 
ear and mastoid have seldom been cured 
by roentgen therapy alone or in combi- 
nation with a radical mastoidectomy. An 
operation which has been developed at 
Memorial Hospital for subtotal resection 
of the temporal bone has cured many 
patients with ear cancer. 


The approach is a combined intra- 
cranial-extracranial surgical resection of 
the mastoid, middle ear and petrous por- 
tion of the temporal bone en bloc. The 
author will demonstrate the operative 
technique along with presentation of 
cases. 


COURSE 464 


Room 716 Period W-2 


PAUL M. LEWIS, M.D. 
Pittsburgh 


Reactions to Drugs and Antibiotics 
Used in Otolaryngology 


Therapeutic possibilities in otolaryn- 
gology have increased many fold in re- 
cent years with the addition of antibi- 
otics, steroids, anesthetics and other in- 
numerable new or modified drugs. With 
widespread use of these new agents, we 
have been confronted with an increasing 
incidence of reactions of a toxic or aller- 
gic nature. This presentation will cover 
certain drugs and antibiotics commonly 
used in practice, and reactions attributed 
to them. Prevention and treatment of 
these reactions will be discussed. Proper 
use of drugs and antibiotics in otolaryn- 
gology will be considered. 
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COURSE 465 
Room 706 Period W-2 
ROBERT B. LEWY, M.D. 
Chicago 


Direct Laryngoscopy: Special Techniques 


This course will present a method and 
instruments designed to make the tech- 
niques of direct laryngoscopy easier and 
more accurate. It will include a motion 
picture demonstration of the chest sus- 
pension type of laryngoscopy. It will also 
show laryngoscopes designed to give a 
wide field for instrument maneuver, not 
constricted by a full tube. These func- 
tion to permit two-instrument work and 
arytenoidectomy. Ease of method, lack 
of strain and of the awkward crouch will 
be emphasized. 


Also to be demonstrated will be a 
method of depth perception for accurate 
marksmanship with forceps and better 
visualization and understanding of path- 
ologic changes. Adequate magnification 
for precise one-forceps or two-instrument 
work will also be discussed. There will 
also be a discussion of practical and ade- 
quate preoperative sedation, local and 
general anesthetic. 


COURSE 466 


Room 715 Period T-1 
or or 
Room 713 Period Th-1 


WALTER E. LOCH, M.D. 
Baltimore 
BY INVITATION 


Septum Deviations: Techniques of 
Surgical Reconstruction 


Techniques for reconstruction of the 
nasal septum for varying degrees of de- 
viations, obstructions and impactions 
will be described, including the maxilla- 
premaxilla approach. Attention will be 
given to the surgical problems of the 
anterior part of the septum. The surgical 
anatomy of the septum and its related 
structures will be discussed with refer- 
ence to its influence on the technical pro- 
cedure and avoidance of possible un- 
favorable sequelae. The surgical tech- 
niques will be demonstrated on the 
cadaver. 
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COURSE 467 
713 Period T-1 


JOHN M. LORE, M.D. 
New York 


Vascular Surgery in Head and Neck: 
Techniques 


Room 


The basic principles involved in vas- 
cular surgery will be covered in detail. 
Vascular instruments, suture material 
and the types of sutures used will be 
demonstrated in relation to end-to-end ar- 
teriorrhaphy and lateral arteriorrhaphy. 
The various indications for vascular sur- 
gery, viz.: injury to vessels, aneurysms, 
arteriovenous fistulas, tumor invasion of 
vessels and obstructive arteriosclerosis, 
especially in the treatment of stroke, will 
be discussed. Familiarity with the use 
of vascular grafts (autogenous, homog- 
enous, heterogenous and synthetic) is 
an integral part of the armamentarium 
of every surgeon doing major head and 
neck surgery. Demonstration will consist 
of the actual grafts as well as color 
slides. 


COURSE 468 
721 


Period W-2 


JOHN E. MAGTELSKI, M.D. 
Ann Arbor, Mich. 


Room 


Neurogenic Tumors of the Head and Neck 


Tumors of neural origin may present 
diagnostic problems in the head and 
neck. Because these tumors vary in ap- 
pearance and presentation, a practical 
clinical classification of them is of value. 


The discussion of these tumors will 
also involve their recognition and man- 
agement. Colored lantern slides illustrat- 
ing pertinent examples will be presented 


COURSE 469 
Room 733 Period W-3 or Th-3 


JAMES B. McBEAN, M.D. 
Rochester, Minn. 


Secretory Otitis Media in Children 


The course will consist of a lecture and 
slides covering the etiology, diagnosis 


and treatment of secretory otitis media 
in children. 
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The various appearances of the tym- 
panic membrane in secretory otitis media, 
the importance of the history, and the 
role of infection and allergy all will be 
brought out in the course. 


Various methods of treatment with 
particular emphasis on myringotomy and 
removal of lymphoid tissue in the naso- 
pharynx will be demonstrated, and pho- 
tomicrographs of smears of various types 
of otitis media will be shown. 


COURSE 470 
Room 733 Period T-1 


HOLLIE E. McHUGH, M.D. 
Montreal, Que., Canada 


Traumatic Conductive Deafness and 
Facial Paralysis: Surgical Treatment 


In closed head injuries, longitudinal 
fractures of the temporal bone are the 
most common cause of damage to the 
structures of the middle ear resulting in 
traumatic conductive deafness and pe- 
ripheral facial paralysis. In this type of 
fracture the facial paralysis is most com- 
monly due to compression of the surgic- 
ally accessible tympanic portion of the 
nerve in contrast to the transverse type 
of fracture of the temporal bone in which 
the facial nerve is more commonly sev- 
ered. 


There is experimental and clinical evi- 
dence that the decompression of the in- 
tratympanic portion of the damaged fa- 
cial nerve before the end of three weeks 
provides the best results when surgical 
intervention is indicated. The indications 
and time for surgical intervention and 
the method designed to restore not only 
the function of the facial nerve but also 


the traumatic conductive deafness will 
be presented. 

COURSE 471 
Room 726 Period T-1 


JAMES W. McLAURIN, M.D. 
THOMAS P. RAGGIO, M.D. 
Baton Rouge, La. 


The Child Without Speech: 
Differential Diagnosis and Treatment 


The child without speech is encoun- 
tered by the otolaryngologist today more 
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than ever before. Formerly the physician 
might have told the parents that a child 
was too normal otherwise to have any- 
thing wrong with his hearing, or that he 
would probably grow out of his unaware- 
ness of sound, or that if his hearing was 
impaired he must wait until he was 5 
or 6 years old before he could be tested. 
Today this rarely happens. This is as it 
should be, but in recent years there has 
been so much emphasis on the testing of 
young children by special techniques and 
trick methods that some of us are for- 
getting basic principles. In this course 
I shall attempt to present ideas as to 
how the average otolaryngologist can 
reach a working diagnosis, and shall of- 
fer some suggestions as to the type of 
therapy indicated. 


COURSE 472 
Room 712 Period Th-1 
S. C. MISSAL, M.D. 
Cleveland 


The Cervico-Occipital Syndrome: 
A Neglected Entity 


Cervical root compression, the com- 
monest cause of head and neck mani- 
festations of the cervico-occipital syn- 
drome, can cause symptom complexes 
which mimic a variety of ear, nose, and 
throat conditions. Such symptoms as 
vertigo, tinnitus, otalgia, cephalalgia, 
nuchal pain, sore throats and chest pains 
simulating cardiac or pulmonary disease 
may be manifestations of the syndrome. 
Unless the clinician is aware of such an 
entity he may make an erroneous diag- 
nosis. Until recently little has been 
known about this relatively common con- 
dition. The course will consist of a dis- 
cussion of the etiology, symptomatology, 
diagnosis and treatment of an important 
yet neglected clinical entity. 


COURSE 473 
Room 711 Period T-3 
DAVID MYERS, M.D. 
Philadelphia 


The Microsurgery of Otosclerosis 


Microsurgery of the middle ear for the 
relief of otosclerotic deafness has under- 
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gone radical change since Dr. Samuel 
Rosen first presented his stapes mobili- 
zation operation. Rosen’s early tilt tech- 
nique has provided the basis for the 
subsequent development by other otologic 
surgeons of procedures such as pulsating 
techniques involving the application of 
pressure upon the incus, stapes head or 
footplate, as well as the various chisel 
procedures, Shea’s stapedectomy with 
vein graft technique, the gelfoam and 
footplate shattering procedures of House, 
and Hough’s concepts of partial stapedec- 
tomy. 


The purpose of this course is to trace 
briefly the historical development of 
otosclerosis surgery and to present a de- 
tailed description of the principles and 
application of the recently developed mi- 
crosurgical techniques. To be included 
for consideration are oval window fenes- 
tration, total and partial stapedectomy, 
and the use of vein grafts, gelfoam and 
Plastic prostheses in the restoration of 
ossicular chain continuity. 


Details of surgical technique will be 
illustrated, using kodachrome slides, and 
a statistical analysis of surgical results 
and complications will be presented. 


COURSE 474 


Room 713 


Period W-1 


DAVID MYERS, M.D. 
and 
WOODROW D. SCHLOSSER, M.D. 


BY INVITATION 
Philadelphia 


Surgery of Chronic Otitis Media and 
Mastoiditis 


In view of the fact that surgery of 
chronic otitis media and mastoiditis now 
belongs to the realm of microsurgery of 
the middle ear, in this course the newer 
techniques of tympanoplasty will be pre- 
sented. The classification of Professor 
Wullstein will be used. We hope to pre- 


sent slides and a motion picture of this 
technique as well as the results obtained. 
One will note the purpose of this surgical 
procedure is, first, to control the disease 
and, secondly, to restore or reconstruct 
the transmitting mechanism of the mid- 


dle ear. A technique of myringoplasty 
utilizing the skin of the external audi- 
tory canal will be presented which may 
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be used in certain cases instead of the 
classical type I of Wullstein and Zollner. 


COURSE 475 
Room 727 Period T-3 
HARRY NEIVERT, M.D. 
New York 


Intranasal Ethmoidectomy: A Lost Art 


The indications for intranasal ethmoid- 
ectomy have been decreasing for a long 
time, even before the advent of chemo- 
therapy and antibiotics. This has result- 
ed in a lack of material for teaching of 
postgraduates and residents. It was 
therefore necessary to develop a tech- 
nique both easy to teach and easy to 
learn, which would be relatively safe 
and yet adequate. My operation combines 
the best methods which I learned and 
embellished after working and consult- 
ing with the foremost American sinus 
surgeons thirty-five years ago. The essen- 
tial anatomy will be shown, and the 
danger areas which must be avoided will 
be demonstrated. The steps in the orderly 
technique of a definitive intranasal eth- 
moidectomy will then be easily mastered. 


COURSE 476 


Room 724 Period W-3 


JOSEPH H. OGURA, M.D. 
St. Louis 


MAX L. SOM, M.D. 
New York 


Conservation of Laryngeal Function in 
Cancer of the Larynx 


Wide excision of more than limited 
cancerous lesions of the vocal cords and 
epiglottis can be obtained in selected 
cases without sacrificing laryngeal func- 
tion. Cordal lesions which are too ex- 
tensive for routine cordectomy via thy- 
rotomy can be adequately excised by spe- 
cial procedures. The indications, tech- 
nique and results of hemilaryngectomy 
for cordal carcinoma with extension pos- 
teriorly onto the arytenoid or laterally 
into the ventricle will be presented. The 
surgical treatment of anterior commis- 
sure lesions with bilateral thyrotomy and 
avoidance of stenosis by use of the Mc- 
Naught tantalum splint will be discussed. 
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Lateral pharyngotomy as a surgical 
approach for extirpation of selected cases 
of carcinoma of the epiglottis will be il- 
lustrated. The indications, technique and 
results of subtotal suprahyoid laryngec- 
tomy with simultaneous neck dissection 
will be demonstrated. An analysis of the 
failures, with emphasis on the value of 
elective neck dissection, will be shown. 
The value of roentgen therapy for cordal 
lesions will also be discussed briefly. 


COURSE 477 
Room 711 Period Th-3 
JOSEPH H. OGURA, M.D. 
St. Louis 


Radical Neck Dissection and 
Laryngeal Carcinoma 


Carcinoma involving the larynx is usu- 
ally best handled by radical extirpation. 
Lesions of the endolarynx and the sub- 
glottic area should be treated by total 
laryngectomy and radical neck dissec- 
tion whether nodes are palpable or not. 
On the other hand, when the true cord 
or arytenoid is not involved, primary tu- 
mors of the pyriform sinus can be sur- 
gically removed by the transhyoid phar- 
yngotomy approach. Carcinoma of the 
epiglottis without cordal involvement can 
be removed by the supraglottic subtotal 
laryngectomy and radical neck dissection 
procedure. 


The various methods of handling tu- 
mors in this area will be discussed and 
techniques outlined by lantern slides and 
motion pictures. 


COURSE 478 
Room 732 Period T-2 


PETER N. PASTORE, M.D. 
Richmond, Va. 


The Throat: Nonsurgical Problems 


The discoveries and writings of the 
past twenty-five years have disclosed mul- 
tiple factors contributing to symptoms 
and related sensations of the pharynx 
previously classified as neurotic. 


There are many functional conditions 
in the region of the throat which, on first 
glance or superficial thought, lend them- 
selves to the diagnosis of globus hyster- 
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icus or a neurosis of one kind or another. 
A study of the sensory and other neural 
pathways supplying the pharynx and 
adjacent structures would disclose that 
there is a logical explanation for many 
of these symptoms. This is particularly 
true in reference to the common com- 
plaint of a “lump in the throat.” 


An effort to define the term ‘“‘throat”’ 
properly and a general discussion of cer- 
tain observations over a quarter of a 
century will be presented. 


COURSE 479 
Room 728 Period T-2 
SAMUEL J. PEARLMAN, M.D. 
Chicago 


Certain Aspects of Aging 
in the Ear, Nose and Throat Regions 


The intent of this presentation is to 
clarify ideas and to determine an ap- 
proach to practical therapy. 


The topics discussed will include diz- 
ziness in the aged, presbycusis and ac- 
companying tinnitus: dry mouth: sore 
tongue: varicosities and painful papillas 
of the tongue; and nosebleed in the aged. 


Lantern slides will be shown. 


COURSE 480 
Room 722 Period W-2 
HENRY B. PERLMAN, M.D. 
Chicago 


Fluid in the Middle Ear: 
Etiology and Management 


Different kinds of fluid may be found 
in the middle ear and adjacent air cells. 
Each kind is associated with a particu- 
lar pathogenesis. A clear understanding 
of the normal and pathologic physiology 
of the eustachian tube is essential to the 
interpretation of this group of ear dis- 
eases. The recognition of their more 
subtle changes and their relation to deaf- 
ness is sometimes difficult. Careful ob- 
servation of the natural course of the 
various disease states is also important 
in understanding indications and pros- 
pects of therapy. Experiences with some 
unusual cases seen during the past few 
years will be reviewed. A motion picture 
will be presented. 
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COURSE 481 
711 Period W-3 


WALTER A. PETRYSHYN, M.D. 
Flemington, N. J. 


The Fractured Mandible 


Room 


This course is designed for the oto- 
laryngologist who may find it necessary 
to handle the problem of the fractured 
mandible. It will include: 


1. Presentation of the surgical anat- 
omy of the mandible and its occlusal re- 
lationship to the maxilla 


2. Demonstration on specimens of basic 
techniques of interdental and arch bar 
wiring 


3. Illustration and evaluation of some 
of the techniques used in the open reduc- 
tion of the fractured mandible 


4. Treatment of specific fracture prob- 
lems 


COURSE 482 


Room 743 Period T-3 or W-3 
BRUCE PROCTOR, M.D. 
Detroit 
Tympanoplasty 


The combination of surgery for the 
control of middle ear inflammation and 
preservation or restoration of hearing is 
referred to as tympanoplasty. Hearing 
may be improved by reconstructing the 
sound mechanism for transmission of 
sound waves to the oval window and by 
restoration of sound protection for the 
round window. The following aspects will 
be discussed: (1) surgical anatomy of 
the middle ear; (2) physiologic objec- 
tives; (3) analysis of the pathologic 
changes and status of the middle ear be- 
fore and during the surgical procedure: 
(4) the techniques employed in the vari- 
ous types of tympanoplasty: (5) a criti- 


cal survey of the results achieved: and 
(6) analysis of failures. 


COURSE 483 


713 


Room 


Period Th-2 
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BRUCE PROCTOR, M.D. 
Detroit 


Surgical Anatomy of the Temporal Bone 


The use of the modern operating mi- 
croscope has necessitated reconsideration 
of the anatomy of the ear as seen under 
the magnification that we are working 
with at present. Particular attention will 
be paid to the minute structures in the 
middle ear which are frequently en- 
countered and also some consideration 
will be given to the various anomalies. 
The surgical anatomy of the region of 
the windows, the sinus tympanicus, the 
epitympanum and the hypotympanum. 
The information will be correlated with 
the surgical anatomy previously used in 
temporal bone work. 


COURSE 484 


Room 721 Period Th-l 
G. O. PROUD, M.D. 


Kansas City, Mo. 
Middle Ear Effusion 


The etiologic factors involved in the 
genesis of middle ear effusion will be dis- 
cussed, and the prognosis as it relates to 
these factors will be presented. Helpful 
methods of early recognition of the con- 
dition will be outlined, and a rational ap- 
proach to therapy introduced. 


The results of eustachian tube cultures 
and micropathologic studies of the mid- 
dle ear mucosa will be used as scientific 
support of the material presented. 


COURSE 485 
Room 738 Period Th-3 
WILLIAM F. RABBETT, M.D. 
New York 


Submucous Resection of the Nasal 
Septum 


Surgical anatomy of the nasal septum 
and framework of the external nose will 
be reviewed. 


A simplified technique for the surgical 
correction of the deviated nasal septum, 
as taught at the Manhattan Eye, Ear 
and Throat Hospital, will be presented. 
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Surgical management of the anterior 
deviated nasal septum with obstruction 
of the nares will be considered. 


The relative importance of the septum 
in plastic surgery of the nose will be dis- 
cussed. 


COURSE 486 
Room 731 Period W-1 


AUBREY G. RAWLINS, M.D. 
San Francisco 


The Corticosteroids in Otolaryngology 


In general, the corticoids function in 
maintaining a normal structure in the 
mesenchymal tissues. However, we sel- 
dom use them in a physiologic manner. 
We use them in pharmacologic doses. 
In the practice of otolaryngology, the 
corticoids are used mainly as anti-inflam- 
matory agents. Inflammation will be dis- 
cussed and explained. The dangers of 
using these hormones will be discussed. 
How do we prevent these dangers? Is 
the length of the treatment more impor- 
tant than the size of the dose? Does cor- 
tisone have advantages over the newer 
products? Relationship between corti- 
coids and thyroid will be discussed as 
well as the following factors: difficulty 
in diagnosing hypothyroidism: basal 
metabolic rate and protein bound iodine 
test not accurate (a simple and more 
accurate test described); definite indica- 
tions for the use of the corticoids: ques- 
tionable indications; contraindications: 
questions to be asked of the patient be- 
fore using corticoids; special tests: spe- 
cific dosage. 


COURSE 487 
Room 727 Period T-2 
GEORGE F. REED, M.D. 
Boston 


Neck Dissection 


This course will attempt to present in 
a simplified, step-by-step fashion, a tech- 
nique for routine radical neck dissection. 
The technique has been so organized as 
to make step-by-step approach feasible, 
easy to apply, and easy to remember. The 


INSTRUCTION SECTION 


various steps will be outlined and dem- 
onstrated in both still and motion pic- 
ture photography. 


COURSE 488 
Room 743 Period W-1 
SCOTT N. REGER, Ph.D. 
Iowa City 


Practical Office Audiometry 


This course will comprise (1) the com- 
mon sources of error in audiometry; (2) 
an adequate testing procedure: (3) the 
use of masking while obtaining air and 
bone conduction measurements; and (4) 
interpretation of audiograms. 


COURSE 489 
Room 734 Period T-3 


HERBERT J. RINKEL, M.D. 
Kansas City, Mo. 


BY INVITATION 
The Diagnosis of Food Allergy 


PART I: 
A. An evaluation of the function and 
limitations of history taking. 
B. The use and value of skin tests. 
. Evaluation of the cytotoxic cell test. 


D. The technique of the deliberate in- 
dividual feeding test. 


PART II: 


An outline of the clinical application 
of one or more of the diagnostic tech- 
niques listed in Part I of this presenta- 
tion. This procedure is especially tailored 
to meet the needs of the otolaryngologist. 


COURSE 490 
Room 734 Period Th-3 


HERBERT J. RINKEL, M.D. 
Kansas City, Mo. 


BY INVITATION 
The Diagnosis of Inhalant Allergy 


PART I: 
The Diagnosis of Inhalant Sensitiza- 
tion will be discussed in two parts. 
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A. History 
B. Skin tests 


Skin tests will evaluate the use of 
gradations in sensitivity and a delinea- 
tion of some possible sources of error in 
such tests. 


PART II: 


A practical application of the results 
of the skin tests in correlation with the 
clinical picture. Various factors modify- 
ing therapy will be discussed in detail. 


COURSE 491 
743 Period W-2 


BERNARD J. RONIS, M.D. 
Philadelphia 


Room 


Chronic Sinusitis: Diagnosis and 
Treatment 


The diagnosis of chronic disease of the 
paranasal sinuses requires systematic re- 
view of the patient's history and clinical 
findings. The evaluation of the cellular 
pathology of sinus secretions and biopsy 
of the mucous membrane offers a means 
of differentiating subacute, chronic, spe- 
cific, nonspecific or neoplastic disease. 
The inflammatory changes in the nose 
and sinuses exhibit similar basic reac- 
tions seen in other organs. The results of 
medical and surgical treatment can be 
prognosticated with some degree of ac- 
curacy in such disorders as sarcoidosis, 
chronic infection and benign or malig- 
nant sinuses. 


Benign pathologic alterations in the 
sinus epithelium are common and may 
be extensive, with the resultant meta- 
plasia filling the sinus with papillary or 
polypoid mucosa. 


The medical treatment of chronic si- 
nusitis with those potent agents—the an- 
tibiotics, antihistaminics and steroids— 
is important today. 


Surgical measures are necessary less 
frequently, but they are indicated in cer- 
tain instances. These indications will be 
discussed. The type of operation must 
fit the needs of the individual patient. 


In review of this problem the follow- 
ing are considered: 
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Methods of diagnosis 
Technique of biopsy of sinus mucosa 
and result of histologic study 


Adequate medical treatment 
Indications for operation 

Choice and techniques of operation 
End results of sinus operation 


OOURSE 492 
Room ‘31 Period Th-1l 


SAMUEL ROSEN, M.D. 
New York 


Surgical Anatomy of the Vestibule 
with Reference to the Stapedial Footplate 


Fenestration of the oval window 
through the still rigid footplate after all 
efforts to mobilize the neck and footplate 
have been exhausted has restored hearing 
up to the normal level with complete 
closure of the air-borne gap. This has 
occurred whether the ossicular chain is 
interrupted or not. Hearing improvement 
in such cases has been maintained for 
almost three years to date. This phe- 
nomenon must now be explained, espe- 
cially with the help of acoustic physiol- 
ogists. The material will consist of fenes- 
trated stapes (cadaver) specimens, case 
studies with audiograms, and a film dem- 
onstrating the technique. The surgical 
anatomy of the vestibule with relation 
to the stapes will be shown in diagram 
and models. 


Room 734 


Period Th-1l 
ROBERT E. RYAN, M.D. 
St. Louis 
Headache: Differential Diagnosis and 
Treatment 


The differential diagnosis and the 
treatment of various types of headache 
will be presented. Among types of head- 
ache to be discussed are migraine, hista- 
minic cephalalgia, sinusitis, myalgia, ten- 
sion headache, psychogenic, hypertensive 
headache, post-traumatic headache, and 
ocular or otic headache, as well as the 
mixed type. 
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Various new preparations for treating 
headache patients will be discussed and 
the results of treatment demonstrated. 
Many of these drugs are still in the in- 
vestigative stage, while others have been 
on the market for only a short period of 
time. The prophylactic and the sympto- 
matic phases of the various types of 
headache will be discussed. 


Techniques for recording the history 
of the headache patient and for routine 
examination will be outlined. 


COURSE 494 
Period Th-2 


WILLIAM H. SAUNDERS, M.D. 
Columbus, Ohio 


Oral Lesions: Treatment and 
Clinical-Pathologic Correlation 


Room 734 


Two screens will be used on which to 
show slides of oral lesions and their cor- 
responding microscopic sections (both in 
color). This presentation, which permits 
the audience to view slides of both the 
actual lesion and its color photomicro- 
graph simultaneously, graphically por- 
trays the clinical lesion and its behav- 
ioral characteristics. 


Some of the lesions shown represent 
common oral diseases, the exact nature 
of which the practicing physician may 
have forgotten because of unfamiliarity 
with microscopic pathology. Other lesions 
represent diagnostic rarities which lend 
themselves well to clinical-pathologic cor- 
relation. 


COURSE 495 
Room 740 Period W-2 
EUGENE W. SCHELDRUP, M.D. 
Iowa City 


BY INVITATION 
Applied Anatomy of the Neck 


The anatomy of those regions of the 
neck that are most commonly invaded 
surgically by the otolaryngologist will be 
discussed and visualized through the 
medium of appropriate lantern slides and 


chalk sketches. Special attention will be 
devoted to those few but significant ana- 
tomic relationships and landmarks which 
not only facilitate proper orientation of 
the surgeon in the various regions dis- 
cussed but also aid in the prevention of 
damage to the important neurovascular 
(and other) structures contained there- 
in. Surgical approaches to the various re- 
gions will be emphasized. Practical as- 
pects will keynote the entire discussion. 


COURSE 496 
Room 744 Period T-3 
HAROLD F. SCHUKNECHT, M.D. 
Detroit 


Graft-Metal Prosthesis Technique for 
Stapes Substitution in the Mangement of 
Otosclerosis 


The stapes replacement operation, 
using metal and soft tissue, has been 
used in several hundred cases. The op- 
erative procedure consists of the follow- 
ing steps: 


1. Appropriate exposure of the pos- 
terior mesotympanum by using the usual 
transtympanic approach. 


2. Disarticulation of the incudostape- 
dial joint and removal of the head, neck 
and crura of the stapes. 


3. Removal of the mucosa from the 
footplate and from the oval window 
niche. 


4. Removal of a small bit of connective 
tissue and/or adipose tissue from the 
ear lobe or postauricular area. 


5. Creation of the graft prosthesis. 


6. The footplate of the stapes is re- 
moved with hooks, chisels and appropri- 
ate burrs. 


7. The graft prosthesis is introduced, 
placing the tissue in the oval window 
and the hook over the incus. 


8. The incus hook is tightened to the 
long process with a special parrot-beak- 
shaped alligator forceps. 


9. The tympanomeatal flap is replaced 
and a bit of packing placed in the ex- 
ternal auditory canal. 
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COURSE 497 


Room 724 Period Th-1 


HAROLD F. SCHUKNECHT, M.D. 
Detroit 


Removal and Preparation of the 
Human Temporal Bone 


The acquisition of fresh human tem- 
poral bones continues to be an important 
adjunct to the training and research ac- 
tivities in departments of otolaryngology. 
Specimens are needed to show the path- 
ological changes underlying different 
types of vertigo and deafness. 


Temporal bones are also needed as 
fresh specimens for teaching otologic 
surgery. Otologic surgery is performed 
almost entirely with the operating micro- 
scope and considerable practice is re- 
quired to manipulate delicate instru- 
ments in this magnified visual field. Such 
skill can be acquired only by anatomic 
dissection and surgical exercises on the 
fresh human temporal bone. 


There is an abundant supply of fresh 
human temporal bones in the autopsy 
room. After removing the brain with care 
so as to avoid avulsing the eighth cranial 
nerve, the temporal bones are removed 
with either the chisels or the bone plug 
cutter. 


A motion picture and lantern slides 
will be shown demonstrating the details 
of the technique for removing the tem- 
poral bones, suggestions will be offered 
how best to preserve them, and infor- 
mation will be provided as to the best 
techniques for histological preparation of 
the ears. 


COURSE 498 
Room 706 Period W-1 
LYLE M. SELLERS, M.D. 
Dallas 


The Office Practice of Otolaryngology 


Here are the procedures found by 
many years’ experience to be most ef- 
fective in the office practice of otolaryn- 
gzology. The course will begin with the 
introduction of the patient to proper of- 
fice procedures by the receptionist. It 
will continue with methods of keeping 


records, both professional and business: 


415 


putting the patient at ease in the pres- 
ence of strange and perhaps awesome 
environment; dealing with the patient 
as a sick and frightened human being; 
the successful approach to the human 
and humane handling of children. 


Special attention will be given to the 
technical procedures in the course of 
treatment that have proved to be of most 
value in the ordinary as well as in un- 
usual clinical problems. Consideration 
will also be given to office equipment and 
how to keep it modern and workable 
without the extravagant purchases of 
new gadgets that prove to have little or 
no value beyond the passing moment. In 
short, the discussion will be based on how 
best to conduct yourself and your office 
that out of your practice will come that 
which will be of lasting benefit to your 
patients and to you. 


COURSE 499 
Period Th-2 


LYLE M. SELLERS, M.D. 
Dallas 


Room 733 


Dizziness: Its Cure or Relief 


The practical, simple and direct meth- 
ods for the cure or the relief of dizziness 
as developed by many years’ practice in 
this field of otology are offered in this 
course. 


Only enough of the anatomy and phys- 
iology of the vestibular labyrinth will be 
given to assure understanding of the 
clinical tests. The tests themselves, when 
divested of theoretical adventitia, actu- 
ally are very easily performed and in- 
terpreted. 


Because the particular type of dizzi- 
ness or dysfunction must be identified 
before successful treatment can be insti- 
tuted, differential diagnosis will be 
stressed. 


When identification of the cause is ac- 
complished, the proper treatment evolves 
logically and easily. It is this phase of 
the problem that will be emphasized by 
the discussion of actual cases with their 
problems in diagnosis and successful 
treatment. 


Ample time for questions and answers 
will be allowed. 
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COURSE 500 
Room 744 Period W-2 


BEN H. SENTURIA, M.D. 
BENARD C. ADLER, M.D. 
St. Louis 


Middle Ear Effusions: 
Pathogenesis and Treatment 


The many varieties of effusions in the 
middle ear have been under investigation. 
Diagnostic criteria have been submitted 
to critical evaluation. The chemical, bac- 
teriologic and cytologic properties of the 
fluid have been reviewed. Allergic fac- 
tors and radiologic mastoid and sinus 
findings have been reassessed. 


The therapeutic approach has included 
the development of special instruments 
for visualization and aspiration of the 
middle ear fluid. The progress being 
made with various enzymes to solubilize 
the protein-carbohydrate complex in the 
fluid will be presented. Various forms of 
treatment including the use of indwelling 
catheters and the indication for antibi- 
otics and antihistamines will be dis- 
cussed. 


COURSE 501 


Room 744 Period T-2 
GEORGE E. SHAMBAUGH, JR., M.D. 
Chicago 


Surgical Application of the Mechanics 
of the Middle Ear 


The middle ear is a mechanical device 
for overcoming the air-water-sound bar- 
rier. It does this by sound pressure trans- 
formation for the oval window with 
sound protection for the round window. 
Each pathologic lesion of the outer and 
middle ear produces its characteristic 
pattern of audiometric impairment and 
each requires a particular surgical tech- 
nique for the deliberate reconstruction of 
an effective mechanical device. Surgical 
techniques for improving the hearing in 
osteoma of the meatus, fibrous atresia of 
the meatus, bony atresia of the meatus, 
various malformations of the ossicular 
chain, otosclerotic stapes fixation, trau- 
matic interruption of the ossicular chain, 
and the various types of middle ear 
ehanges following suppurative diseases 


INSTRUCTION SECTION 


will be described with illustrative case 
reports and hearing results. 


COURSE 502 
Room 738 Period T-2 
or or 
Room 744 Period W-3 
JOHN J. SHEA, JR., M.D. 
Memphis 


Fenestration of the Oval Window 


This operation is a combination of the 
best features of fenestration of the lat- 
eral semicircular canal and mobilization 
of the stapes. It was developed for those 
cases in which the otosclerotic invasion 
of the stapes was so extensive that the 
ordinary methods of mobilization were 
not effective. When the invasion of the 
stapes is widespread, then the arch of 
the stapes is removed and the mucoperi- 
osteum is carefully taken away for a 
distance of about one milimeter sur- 
rounding the oval window. As much of 
the footplate as possible is then removed, 
using sharp picks and special stainless 
steel fistula hooks or a very small cutting 
burr in the contra-angle handpiece. The 
fenestra is then covered with a short 
length of vein graft removed from the 
back of the hand, with the intima side 
upward and the adventitia side down- 
ward toward the fenestra. The sound con- 
ducting mechanism is then rebuilt with a 
short length of polythylene 90 tubing 
which is placed between the center of 
the vein graft and the lower end of the 
incus. 


The results to date with this new op- 
eration have been very encouraging. 


COURSE 503 
Room 727 Period W-2 
EMANUEL M. SKOLNIK, M.D. 
Chicago 


Electrodiagnosis in Facial Nerve 
Paralysis 


The purpose of this course is to dis- 
cuss in detail electrodiagnostic tech- 
niques for the scientific assessment of 
the status of facial nerve paralysis. The 
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merits of the faradic-galvanic tests and 
electromyography relative to the conser- 
vative and surgical management of facial 
paralysis will be presented. 


COURSE 504 
Room 706 Period Th-3 
EMANUEL M. SKOLNIR, M.D. 
Chicago 


Head and Neck Surgery: 
Errors and Safeguards 


The head and neck area contains a con- 
centration of major anatomic structures 
unexcelled in the human body insofar as 
damage to these structures may effect the 
cosmetic appearance and functional ca- 
pacities of the individual. 


The subject matter will be discussed 
according to the similar types of tissues 
in the area (muscles, nerves, vascular 
structure, etc.) rather than on purely 
anatomic grounds. Lantern slides will be 
adequate to demonstrate the various in- 
cisions and the contiguous anatomy. The 
management of complications will be 
stressed. 


COURSE 505 
Room 721 Period Th-3 
MARTIN SPECTOR, M.D. 
Philadelphia 


Dizziness: Differential Diagnosis 


The history and examination will be 
approached from the viewpoint of the 
otologist in his office. Details of the his- 
tory and examination will be discussed, 
and their significance stressed. An or- 
derly outline for taking the history will 
be presented. Steps in the examination 
will be described. Postural vertigo and 
nystagmus will be stressed particularly, 
since they are so often missed. Criteria 
for consultations, roentgenograms, and 
laboratory tests will be discussed. 


COURSE 506 


Room 732 Period W-1 


JOSEPH A. SULLIVAN, M.D. 
J. BRYDON SMITH, M.D. 


KENNETH McASKILE, M.D. 
Toronto, Ont., Canada 


Facial Palsies and Their Treatment 


Recent interest in stapes mobilization. 
tympanoplasty and myringoplasty has 
forced the otologist to adopt magnifica- 
tion in order to carry out these proce- 
dures. 


It is hoped that such magnification 
will reduce the number of postoperative 
facial palsies. However, despite all pre- 
cautions, accidents can and do happen. 
This course is designed to advise the 
otologist when and how to decompress 
the facial nerve and the correct method 
of doing so. The variations of facial 
nerve repair and their end results will be 
discussed. 


COURSE 507 : 
Room 712 Period T-1 
or or 
Room 724 Period W-1 


HAROLD G. TABB, M.D. 
New Orleans 


Closure of Tympanic Membrane 
Perforations with Vein Grafts 


Several methods of closing tympanic 
membrane perforations with autogenous 
vein grafts will be presented in this 
course. Vein grafts, which were first in- 
troduced in ear surgery by Shea, have 
been found to produce a high percentage 
of successful closures in eardrum per- 
forations and, in the author’s opinion, 
are superior to skin for this purpose. 


Lantern slides and motion pictures 


will be used to demonstrate detailed tech- 
nique. 


COURSE 508 
Room 743 Period T-1 


NICHOLAS TOROK, M.D. 
Chicago 


Clinical Nystagmography 
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The vestibular examination is one half 
of the task when the function of the ear 
has to be evaluated. The most reliable 
audiogram alone is often insufficient 
when the function of the ear is to be 
analyzed. Testing of hearing has come 
a long way from the time of complete 
dependence on tuning forks and the 
whispered voice. Vestibular testing meth- 
ods remained unaltered for almost a half 
century. Objective recording of the nys- 
tagmus and graphic representation of 
the vestibular activity may be compared 
to the introduction of the audiometer in 
hearing measurement. Nystagmography 
today is a simple procedure applicable 
to the clinic or the office. For the last 
ten years, since nystagmus has been re- 
corded more and more widely, new vistas 
have been opened for the study of ves- 
tibular physiology and pathology. 


The simple technique of nystagmog- 
raphy and the application and signifi- 
cance of its use in practice will be dem- 
onstrated and discussed. 


COURSE 509 


Room 732 Period Th-2 


O. E. VAN ALYEA, M.D. 
Chicago 


Sinusitis: Modern Trends in 
Management 


Persistence of a sinus infection im- 
plies inadequate drainage. Factors con- 
tributing to impairment of drainage may 
be local or systemic. The local factors 
may be structural or pathologic, and in 
some cases the sinusitis is maintained by 
a combination of contributing causes. 


The goal of the rhinologist is to elimi- 


nate the causative factors while treating 
the infection. 


Seldom is the radical removal of sinus 
mucosa in the treatment of sinusitis in- 
dicated, and it should be undertaken with 
the understanding that only temporary 
relief may be expected and that a return 
of the symptoms, even more pronounced 
than formerly, may ensue. 


In this course the techniques of vari- 
ous therapeutic measures used success- 
fully in the management of sinus disease 
will be discussed in detail. 


INSTRUCTION SECTION 


COURSE 510 


Room 724 Period T-2 


HANS von LEDEN, M.D. 
and 
PAUL MOORE, Ph.D. 


BY INVITATION 


Chicago 


Current Trends in Office Laryngology 


Most patients consult the laryngologist 
for one of two reasons: throat pain or 
hoarseness. For many years organic le- 
sions of the larynx have monopolized the 
interest of the laryngologist, but the cur- 
rent emphasis on communcations directs 
our attention to the far more common 
cases of functional hoarseness. 


In this course we will stress laryngeal 
disorders which are the result of faulty 
vocal use. The diagnosis of these dis- 
orders will be presented with emphasis 
on new additions to office equipment, 
such as the electronic laryngostroboscope. 
The role of the physician in the manage- 
ment or supervision of vocal rehabilita- 
tion will be discussed. 


COURSE 511 


Room 706 Period T-1 


LINDEN J. WALLNER, M.D. 
Chicago 


Diseases of the Larynx: 
Kodachrome Clinic 


The diagnosis of diseases of the larynx 
will be stressed. Kodachrome slides will 
be used to portray the common laryngeal 
conditions and a group of unusual ones. 
Included will be acute and chronic in- 
flammation, and tuberculosis before and 
after antimicrobial therapy. There will 
be representative examples of cysts, sing- 
er’s nodes, contact ulcer, granuloma fol- 
lowing endotracheal tubes, ‘‘smoker’s 
larynx,’ foreign bodies and benign and 
malignant tumors. In a number of in- 
stances the appearance before and after 
treatment will be shown. 
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COURSE 512 
Room 728 Period W-1 


LINDEN J. WALLNER, M.D. 
Chicago 


Diseases of the Nasopharynx: 
Kodachrome Clinic 


Visualization of the nasopharynx 
should be routine on all patients. The re- 
wards compensate for the time and effort 
required. Methods of accomplishing this 
and of taking biopsies will be discussed. 
Kodachrome slides will be used to de- 
pict the appearance of the normal naso- 
pharynx as well as a variety of diseases. 
Examples of mulberry hypertrophy of 
the turbinates, hypertrophy of the pos- 
terior border of the septum, adenoid, 
cysts, choanal polyps, congenital atresia 
before and after operation, and a variety 
of benign and malignant tumors will be 
included. 
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COURSE 513 
Room 733 Period W-2 
DeGRAAF WOODMAN, M.D. 
New York 


Vocal Cord Survey 


Techniques for the correction of the 
obstructed glottic airway caused by 
laryngeal paralysis secondary to the com- 
plications of thyroid surgery as well as 
bulbar and peripheral types of paralysis 
will be presented. 


The use of keels and acrylic molds for 
the correction of webs and glottic sten- 
osis will be demonstrated. 


Voice rehabilitation through surgical 
therapy combined with speech therapy 
will be shown. 


All techniques will be demonstrated 
with the aid of color motion pictures 
with sound and slides. 


laryngology. 


programs. 


HOME STUDY COURSES 


Since the Home Study Courses were established in 1940 more 
than 8000 physicians have utilized them in preparing for practice, 
teaching, or research in the fields of ophthalmology and oto- 


The value of the Courses as a supplement to available curricular 
training appertaining to the two specialties is widely recognized, 
and they are now a routine part of most postgraduate training 


The 1960-1961 Courses will begin September 1, and registra- 
tions should be completed before August 15. Detailed information 
and application forms may be secured from Dr. William L. 
Benedict, Executive Secretary-Treasurer of the Academy, 15 
Second Street S.W., Rochester, Minnesota. The fee is $20.00. 
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The Following are Condensed Schedules of Courses Previously Described 
CONTINUOUS COURSES — OPHTHALMOLOGY 


COURSE NO. SPEAKER SUBJECT PERIODS 
8 PERIODS 
M-4, M-5, T-4, T-5 
1 Alien et al. Bacteriology & Infectious Diseases W-4, W-5, Th-4, Th-5 
2 PERIODS 
2 Ascher Aqueous Veins in Glaucoma M-4, M-5 
2 PERIODS 
3 Ballintine G Purnell; Clinical Tonography -5, -6 
2 PERIODS 
- Becker G&G Kinsey Studies of Aqueous Flow T-4, T-5 
3 PERIODS 
5 Bedell Ophthalmoscopy M-4, T-4, W-4 
3 PERIODS 
6 Berliner Recent Advances in Biomicroscopy M-6, T-6, W-6 
2 PERIODS 
7 Boeder Practical Optics Th-4, Th-5 
2 PERIODS 
8 Braley Fundus Lesions W-5, W-6 
3 
M-4, M-5 an 
Brockhurst & choice of 
9 Regan, C. Indirect Ophthalmoscopy 4, £3, £4 


8 PERIODS 


M-4, M-5, T-4, T-5 
10 Brown et al. Eye Muscles W-4, W-5, Th-4, Th-5 


2 PERIODS 


11 Byrnes Ophthalmic Filters 
8 PERIODS 
M-5, M-6, T-5, T-6 
12 Calichen et al. Ophthalmic Plastic Surgery: Advanced; W.6, Th-5, Th-6 
3 PERIODS 
13 Clark, G. Retinal Detachment M-6, T-6, W-6 


6 PERIODS 


T-4, T-5, W-4, W-5 
14 Constantine et al. Contact Lenses Th-4, Th-5 
4 PERIODS 
15 or M-4, M-5, T-4, T-5 or 
16 Copeland Streak Retinoscopy W-4, W-5, Th-4, Th-5 
Orthoptics for the Practicing 3 PERIODS 
17 Costenbader et al. Ophthalmologist M-4, M-5, M-6 
2 PERIODS 
18 Fonda & Sloan Subnormal Vision -4, T-5 
Gibbons & Educational Management of Partially 2 PERIODS 
19 Cunningham Seeing Children T-4, T-5 
4 PERIODS 
20 Gibson et al. Surgery of Heterotropia W-5, W-6, Th-4, Th-5 
8 PERIODS 
Ophthalmic Plastic Surgery: M4, M-5, T-4, T-5 
21 Hughes et al. Fundamentals W-4, W-5, Th-4, Th-5 
3 PERIODS 
22 lliff et all. Ptosis W-4, W-5, W-6 
Jardon & 2 PERIODS 
23 Laubheimer Fitting Ocular Prostheses W-4, W-5 
9 PERIODS 
24 Knighton et al. Practical Essentials of Glaucoma are -6 
W-5, W-6 
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CONTINUOUS COURSES — OPHTHALMOLOGY 


COURSE NO. SPEAKER SUBJECT PERIODS 
3 PERIODS 
25 Leinfelder et al. Diagnostic Aids in Neuro-ophthalmology| Th-4, Th-5, Th-6 
3 PERIODS 
26 Lemoine et al. Fundus Lesions M-4, M-5, M-6 
2 PERIODS 
27 Linksz Physiology of Vision M-4, M-5 
2 PERIODS 
28 Lloyd Diseases of the Cornea M-4, M- 
9 PERIODS 
: Slit Lamp Biomicroscopy: T-4, T-5, T-6 
3 29 Masters, R., et al. Fundamentals W.-4, W-5, w-6 
4 PERIODS 
30 McLeon et al. Practical Factors in Eye Surgery M-4, M-5, T-4, T-5 
3 PERIODS 
31 Mullen et al. Ocular Emergencies M-4, M-5, M-6 
: 4 PERIODS 
32 Parks G Albert Eso- Deviations W-5, W-6, Th-4, Th-5 
6 PERIODS 
M-4, M-5, T-4, T-5 
: 33 Pierce et al. Retinal Detachment: Basic Course Ww-4, W-5 
4 PERIODS 
34 Pischel et al. Retinal Detachment M-4, M-5, T-4, T-5 
2 PERIODS 
35 Posner G Gorin Office Gonioscopy T-4, T-5 
Diagnosis & Treatment of Ocula 2 PERIODS 
36 Prewitt Allergy : -5, W-6 
2 PERIODS 
37 Roberts Glaucoma M-4, M-5 
2 PERIODS 
38 Rolett Gonioscopy Ww-4, W-5 
4 PERIODS 
39 Romaine Ocular Motility Surgery M-4, M-5, T-4, T-5 
3 PERIODS 
40 Romaine Refraction Problems & Treatment M-6, T-6, W-6 
Ruedemann 2 PERIODS 
41 Noell Clinical Electroretinography W-5, W-6 
3 PERIODS 
42 Schepens Recent Advances in Retinal Detachment} Th-4, Th-5, Th-6 
Schimek 2 PERIODS 
43 Bousquet Clinical Gonioscopy & Tonography Th-4, Th-S 
Schlaegel 2 PERIODS 
44 Hungerford Uveitis Th-4, Th-5 


2 PERIODS 
M-4, 
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2 PERIODS 
T-4, T-5 


2 PERIODS 
W-4, W-5 


Sloane School Vision Testing 

Sloane Telescopic Lenses 


Histopathology 


2 PERIODS 
M-5, 
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CONTINUOUS COURSES — OPHTHALMOLOGY 


COURSE NO. SPEAKER SUBJECT PERIODS 
2 PERIODS 
50 Thorpe G Berman Intraocular Foreign Bodies Ww-4, W-5 
Advances in Slit Lamp Biomicroscopy 3 PERIODS 
51 Thorpe et al. & Applanation Tonometry Th-4, Th-5, Th-6 
6 PERIODS 
M-4, M-5, M-6 
52 Thorpe & Allen, L. Slit Lamp Gonioscopy T-4, T-5, T-6 
2 PERIODS 
53 Townes Cataract Surgery Th-4, Th-5 
8 PERIODS 
M-5, M-6, T-5, T-6 
54 Troutmon et al. Recent Advances in Ophthalmology W-5, W-6, Th-5, Th-6 
2 PERIODS 
55 Troutman Enucleation Surgery T-5, T-6 
2 PERIODS 
56 Wise Retinal Diseases Th-4, Th-5 
Home Study 10 PERIODS 
57 Discussion Periods M-4, M-5, M-6, T-4 
T-5, T-6, W-4, W-5 
W-6, Th-4 
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: ADVANCE ORDER SHEET 


All courses cost $2.00 for each period (one hour). Follow instructions 
and check for errors in listing before mailing. 


Orders will not be accepted for presale after September 29. To ensure acceptance 
they should be mailed before September 27 to 


WILLIAM L. BENEDICT, M.D., Executive Secretary-Treasurer 
American Academy of Ophthalmology and Otolaryngology 
15 Second Street S.W., Rochester, Minnesota 


Academy Candidetes and Guests May Purchase Tickets ONLY ot Instruction Desk in Registration Foyer 


(Over) 


ADVANCE ORDER SHEET 


ORDERS FILLED ONLY IF CURRENT DUES ARE PAID 
NO REFUNDS WILL BE MADE AFTER OCTOBER 7 


Middle Initial 
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RECAPITULATION OF GENERAL INSTRUCTIONS 


Monday, Tuesday, Wednesday, and Thursday are represented by the letters M, 
T, W, Th. The first period in the morning is represented by figure 1, second 
period by figure 2 and third period by figure 3. The first period in the afternoon 
is represented by figure 4, second seetul by figure 5, and third period by figure 6. 
All courses in otolaryngology and maxillofacial surgery are presented in the 
mornings. All courses in ophthalmology are presented in the afternoons. 


Reservation of instruction tickets in advance of the meeting will be made ONLY 
for MEMBERS whose 1960 dues have been paid. ACADEMY CANDI- 
DATES AND GUESTS MAY MAKE SELECTION OF COURSES 
ONLY AT THE GENERAL REGISTRATION DESK IN CHICAGO. 


Make check payable to W. L. Benedict, M.D. 


Mail order promptly to ensure reservation of first choices. If necessary, an 
attempt will be made to rearrange schedule to include “first choices.” 
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SELECTION OF COURSES 


FIRST CHOICE SECOND CHOICE “4a THIRD CHOICE 


z 
? 


a. 


4 
ae 
g 
a2 
2 
= 
feat 
2 
: 
4 ¢ 
MON. 
3 
7 
ia 


JOVINIV 
ey) jo 


OA 


ul 


Sastasiqg 
Ul 


uowissoy 


eidousyisy 


Hol 


AsaBing 


yuIndDS 
jO UI sully 


$1Sd0919}5 


2150 


UOISIA 


spr] jo 
JO 
sisousey jenuasyiq 


younyw 


Hoyssow 


400g 3%) Ul Spry 
JO 


Ul 


161 


"| 


4 


sadsoy 


Aor 


Aysjodwors 


Bil 


sadojos] 


uow 


Lol 


exoupy 
Spry jo ssowny 


S2IURISNS 


Lez 


Adesoyy 


1949S! 


677 


Joy 


uosjnog 


44 


viz 


Sasua’] 


2W 


uouus} 


961 


peaus0) 


Aayoo) 


vé6l 


Awojyeuy siwyey 


‘a 


S194 


a4) JO sasvasicy 


zit 


AsaBing 


ALABING 


BuO 


21245 


snpun 
ay} Ul 


‘uuow 


aAq 


jeauso) 


saijewouy 
jensnuy) 


UOISIA JO 


ey} jo 


dojung 


jo 


AJIBING 


421505 


AsaBing 


0/91A043805 


Apossoy 


99] 


UL 


Aayo0a1g 


Aep 
-AJQAY Ul Peon 


Aanqsy 


JO yeonorsg 


oll 


ALIBAING 
apsny Ul puy 


‘ON 
esano’ 


45arans 


‘ON 
esino*’ 


493fans 


‘ON 


‘urd “urd — 9-M 


‘urd “wird — S-M 


Avpsoup? A— ADO TOW 1VHLHdO—S3SUNOD TVNGIAIGNI 40 


ae 
4 

| 

= 

oF 

| 

5 

| 

| 

4 

> 

‘ 

| 

| 

2 
x 

— 

42 

i 

. ; 


4 
3 


«JO 


JOJOWO[NIQ, 
Asa3ing O77 
Ul 
O17 
Ul 
u 4 
JOY jo 
sanssiy, 
Jo sayy peusouqy 
Adooso1u0r) [00g LEL 
47018; Lit 
LoIrans “ON 


‘uid OO: “wd 00:7 — 


Aopsinyi— ADO TOW TWNGIAIGNI 40 


ite 

: 

bd 

bie 

$ A 

| 

| 

> 


CONTINUOUS COURSES AND PANEL DISCUSSIONS 


OTOLARYNGOLOGY 


COURSE NO. 


SPEAKER 


SUBJECT 


Anderson 


Rhinoplasty 


2 PERIODS 
T-1, 


302 


Tympanoplastic Procedures 


2 


Head & Neck Symptoms Associated 
with Laryngeal Microtrauma 


2 PERIODS 
Th-1, Th-2 


304 or 
305 


Carcinoma of Head & Neck 


2 
T-1, T-2 


Principles of Nasal Plastic Surgery— 
asic 


2 PERIODS 
T-2, T-3 


Principles of Nasal Plastic Surgery— 


dvanc 


2 PERIODS 
-2, Th 


’ 


Noise in Industry 


2 PERIODS 


I. Physiopathol of Endocrine System 
IT. hanism of Allergy 


T-2, T-3 
PERIODS 


T- 


Endocrinopathies 


, T-3 
2 PERIODS 
Th-2, Th-3 


Techniques of Tympanoplasty 


2 
W-1, W-2 


Allergy & Medical Otolaryngology 


2 ‘PERIODS 


Harbert 


Clinical Audiology 


2 PERIODS 
T-1, T-2 


Hordy & Pauls 


Clinical Audiology for Children 


2 PERIODS 
W.2, W-3 


House, H., & 
House, W. 


Reconstructive Surgery for Chronic 
Ear Disease 


2 PE _ 
» W-2 


Johnston et al. 


Emergencies in Otolaryngology 


2 
W-1, W-2 


Kezanjion et al. 


Traumatic Injuries of the Face 


Lothrop et al. 


Your Otological Problems 


2 PERIODS 
W-2, W-3 


2 
Th-2, 


Lowrence 


Acoustic Principles in Middle Ear 
Surgery 


2 PERIODS 
W-2, W-3 


Lindsay 


Deafness & Dizziness of Vascular 
Origin 


2 PERIODS 
3 or 


What the Otologist Should Know 
About Hearing Aids 


2 PERIODS 
Th-2, Th-3 


Team Judgment in the Management 
of Head & Neck Cancer 


2 PERIODS 
T-2 


What Can Be Done for Deafness 


2 PERIODS 
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BOOK REVIEWS 


PHYSIOLOGY OF THE RETINA AND 
THE VISUAL PATHWAY. By G. S. 
Brindley, M.D., London, England, Edward 
Arnold Ltd., distributed by Williams & 
Wilkins, Baltimore. Board cover. 252 pp. 
with graphs, diagrams and figures. $7.50. 
This is a technical dissertation on the 

physiology of the anterior portion of the 

visual pathway beginning with the pho- 
tochemistry of the retina. It continues 
with the electrical activity of the retina, 
the retinogram and other studies. The 
first three chapters describe what can be 
learned of the retina and visual path- 
ways from purely objective experiments 
of the kind familiar in the non-sensory 
branches of physiology. The last four 
chapters consider the results of sensory 
experiments; that is, experiments in 
which an essential part of the result is 
the report by a human subject of his 
own sensations. Much of it is considera- 
tion of the validity of published conclu- 
sions from experimentation which in the 
opinion of the author is not invariably 

justified. This is a thesis rather than a 

textbook and is particularly valuable to 

scientists in the field of vision. The book 

is well written and packed with informa- 

tion on a widely studied subject. 
W.L.B. 


INTERPERSONAL RELATIONSHIPS 
IN THE HOSPITAL. By Warner F. 
Bowers, M.D., Ph.D., Springfield, 
Charles C Thomas, 1960. 125 pp. $5.00. 


This book should serve as a useful 
antidote to the overscientific attitude 
which some recent medical graduates 
seem to exhibit. It is full of wise advice 


and should be required reading for the 
intern and resident. The practitioner of 


431 


some experience also might be repaid 
by a reading of this volume, even 
though he supposes himself to be well 
equipped with an urbane and effective 


bedside manner. 
H.L.W. 


DIAGNOSIS AND TREATMENT OF 
DISEASES OF THE TRACHEA AND 
BRONCHI. By H. J. Moersch, M.D. and 
H. A. Andersen, M.D., Springfield, IIL. 
Charles C Thomas, 1960. 108 pp. $4.50. 


This book consists of a series of syn- 
opses of the signs, symptoms and treat- 
ment of nearly, if not quite, all the dis- 
eases of the tracheobronchial tree. Al- 
though it is not a book which a bron- 
choscopist would value highly, it would 
be an excellent source of useful infor- 
mation for the general practitioner. It 
can be highly recommended to anyone 
who would like a concise, complete and 
up-to-date review of the subject in prep- 
aration for a board examination. 


H.L.W. 


WOLFF’S DISEASES OF THE EYE. 
Edited by R. J. H. Smith. Fifth Edition. 
Springfield, Ill. Charles C Thomas, 1960, 
226 pp. $9.50. 


This fifth edition of Wolff's Diseases 
of the Eye is epitomized by a sentence 
from the review of the fourth edition 
in the Oxford Medical School Gazette: 
“For the final year student, the general 
practitioner and the beginner in oph- 
thalmology, there is no better introduc- 
tion to the subject.” 
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The fourth edition has been consid- 
erably revised to bring the fifth edition 
in line with current thought and prac- 
tice. It can be strongly recommended as 
meeting the purpose for which it was 
designed. 


The book has a useful index. 
H.L.W. 


READING DISABILITY: A MEDICAL 
STUDY OF WORD BLINDNESS AND 
RELATED HANDICAPS. By Knud 
Hermann, Springfield, Ill. Charles C Thom- 
as, 1960. 183 pp. $5.50. 


When the number of articles in the 
lay press of recent years on reading dif- 
ficulties in children and adults is consid- 
ered, the importance of this volume is 
immediately realized, especially by the 
otologist and oculist, both of whom are 
expected to furnish information as to 
whether the reading disability is the re- 
sult of a somatic disorder. The only two 
physical disabilities considered by lead- 
ers in education to have a relationship 
to dyslexia have been hearing loss and 
lack of visual acuity. Such leaders have 
rejected the suggestion that develop- 
mental failure in the cerebral associa- 
tions having to do with reading and 
spelling could be the basis of the trouble. 


Wendell Johnson, for instance, whose 
writings on the genesis of speech dis- 
orders have been particularly firm in this 
respect, bases his position on the fact 
that the same reversal tendencies and the 
like are found in all beginning readers. 


He and most other authorities in educa- 
tion for this reason have been inclined 
to blame reading disability on generally 
deficient intellectual power, or poor 
teaching methods or psychogenic inhibi- 
tions of various sorts. 


TRANSACTIONS — MAY - JUNE, 1960 


Dr. Hermann, by using the medical, 
scientific and in particular the neurologic 
approach, has been able to demonstrate 
rather convincingly that the word-blind 
person’s difficulty is of a special charac- 
ter which justifies the hypothesis that 
a specific disorder is at hand. He finds 
that the symptoms of constitutional dys- 
lexia and Gerstmann’s syndrome, which 
involves a peculiar disturbance of body 
image and is produced by disease of a 
circumscribed area in the parietal lobe, 
have so many features in common that 
it is very likely that the fundamental dis- 
turbance in these two conditions is iden- 
tical. This is a defect in directional func- 
tion. This difficulty in orientation has 
particular consequences for the victim’s 
ability to operate with symbols such as 
letters, numbers and musical notes. 


This discovery places the correction 
of reading on a factual and rational ba- 
sis, and offers some hope of correction 
of this most psychically disabling of all 
disabilities. 


Hermann wrote, “It would unde- 
niably be a social advance if research 
into word-blindness would convince 
teachers, mastersmiths and prigs that 
defective spelling ability is not a sign of 
stupidity, laziness or lack of culture and 
that there is no more reason to look 
down on a butcher who writes ‘profes- 
sor’ with two f’s and one s, than to look 
down on a member of parliament who 
cannot sing an ordinary C sharp scale.” 


This book should be a must for all 
physicians who are concerned with class- 
room difficulties, for all parents with 
children with scholastic difficulties, and 
for all teachers, particularly those in 
primary grades. 


H.L.W. 
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NEWS AND ANNOUNCEMENTS 


PAN AMERICAN ASSOCIATION OF 
OPHTHALMOLOGY HOLDS SIXTH 
OFFICIAL CONGRESS 


Dr. Jorge Valdeavellano, Lima, Peru, 
was elected president of the Pan Ameri- 
can Association of Ophthalmology at the 
Sixth Quadrennial Congress which was 
held in Caracas, Venezuela, January 31 
to February 6, 1960. Dr. Valdeavellano 
succeeds Dr. Brittain F. Payne of New 
York. 


Mark 

Can- 
Bogota, 
Lima, 


Vice presidents elected are Dr. 
R. Marshall, Edmonton, Alberta, 
ada: Dr. Alfonso Gaitan Nieto, 
Colombia; and Dr. Julio Raffo, 
Peru. 


Dr. Benjamin Boyd, Panama, R. P., 
was elected executive-director of the As- 
sociation to succeed the late Dr. Moacyr 
E. Alvaro, and Dr. Renato de Toledo, 
Sao Paulo, was elected executive-secre- 
tary for countries south of Panama. 


Lima, Peru, was chosen as the place 
for the next Interim Congress in 1962, 
and Montreal, Canada, for the next of- 
ficial Congress in 1964. 


The Gradle Medal was awarded to Dr. 
Brittain F. Payne at the opening session 
of the Congress in recognition of his out- 
standing excellence in graduate and post- 
graduate teaching. 


The Association’s medal was awarded 
to Dr. Conrad Berens of New York for 
his noteworthy contributions to the pre- 
vention of blindness in the Western 
Hemisphere. This presentation was made 
at the closing ceremony of the Congress. 


More than 600 ophthalmologists at- 
tended the Congress; approximately 350 
were from the United States. 


The inaugural session, held on Sunday 
morning, January 31, in the beautiful 
auditorium of the Central University of 
Venezuela, was a brilliant occasion, with 
welcoming addresses by Dr. Arnaldo Ga- 
baldon, Minister of Health and Welfare, 
representing the President of Venezuela, 
and by Dr. Jesus Rhode, president of the 
organizing committee of the Congress. 


Responses were given by Dr. Werther 
Duque Estrada, Rio de Janeiro, and by 
Dr. Payne. 


In his presidential address, Dr. Payne 
recalled that the Pan American Associa- 
tion had grown from a membership of 
about 100 at its initial meeting in 1940 
to some 2,000 members at present, repre- 
senting the Western Hemisphere from 
Iceland to Tierra del Fuego. 


“The Pan American Association of 
Ophthalmology has been able to serve 
as an important medium for the ex- 
change of the latest medical and scien- 
tific information within the Americas 
and throughout the world,’ Dr. Payne 
said. ‘“‘The splendid cooperation of oph- 
thalmological societies in all countries 
has made this program extremely suc- 
cessful. Ophthalmologists from North 
America have been privileged to visit and 
learn new methods and procedures from 
their South American colleagues. Dis- 
tinguished confreres from South America 
have lectured and compared notes with 
ophthalmologists in North America, for 
the benefit of all of the people of the 
Western Hemisphere. Perhaps the great- 
est contribution bestowed on ophthalmol- 
ogy came from South America in the 
form of cocaine. This wonderful drug 
made the operation for cataract painless 
and opened the doors for the advanced 
surgery we have today. Numerous other 
contributions such as snake venom and 
curare, have their origin in South Amer- 
ica. Whatever advances have been made 
in the development of our science in 
North America, it must be remembered 
that most of them were anticipated and 
originated in South America. 


“The campaign against blinding dis- 
eases has been one of the important 
objectives of the Association. Our society 
has worked in close cooperation with 
the various associations for the preven- 
tion of blindness throughout the world. 
Every country in the Western Hemi- 
sphere has initiated programs to prevent 
blindness and members of our association 
are identified prominently in the various 
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organizations. We intend to continue our 
work in this field.’’ 


Dr. Santiago Barrenechea, Santiago, 
Chile, delivered a eulogy in memory of 
the late Dr. Moacyr E. Alvaro, Sao Paulo, 
Brazil, a founder and former president 
of the Association, who died July 19, 
1959. The Gradle Lecture, honoring the 
memory of Dr. Harry S. Gradle, Chicago, 
a founder and the first president, was 
given by Dr. Ivo Correa Meyer of Porto 
Alegre, Brazil. 


Following the formal opening of the 
Congress, officials of the Association laid 
a wreath on the tomb of the great South 
American Liberator, Simon Bolivar, in 
the national shrine, the Panteon, in 
Caracas. Afterward the Governor of the 
Federal District, Dr. Francisco Carrillo 
Batalla, was host at a luncheon at the 
Hotel Humboldt, at the top of Mount 
Avila overlooking the city. 


During the ensuing week, the visiting 
ophthalmologists and their families were 
lavishly entertained. One evening they 
saw a program of Venezuelan dances at 
Puerto Azul; on another they were 
guests at a symphony concert in Caracas. 


The United States Ambassador to 
Venezuela, the Honorable Edward J. 
Sparks and Mrs. Sparks were hosts at 
a reception at the Embassy in honor of 
the visitors, and the Venezuelan Minister 
of Foreign Affairs, Dr. Ignacio Luis Ar- 
caya, entertained with a cocktail party 
at the Casa Amarilla. Dr. Rhode and 
Senora Rhode also gave a cocktail party 
at Puerto Azul, and the Venezuelan So- 
ciety of Ophthalmology sponsored a ban- 
quet at Club Puerto Azul. 


Tragedy clouded the end of the Con- 
gress with the sudden death of Dr. Jose 
Manuel Espino on February 5. He was 
73 years old. 


Dr. Espino was dean of Venezuelan 
ophthalmologists and honorary president 
of the organizing committee of the Con- 
gress. As a member of the organizing 
committee, he worked strenuously to 
help make the Congress a success and de- 
voted his full time to it during the actual 
meeting. 


Considered the founder of Venezuelan 
ophthalmology, Dr. Espino was profes- 
sor emeritus of ophthalmology of the 
Central University. He was also a found- 


TRANSACTIONS — 


MAY - JUNE, 1960 


er of the Venezuelan Society of Ophthal- 
mology and held the title of honorary 
president. At the time of his death, he 
was president of the National Academy 
of Medicine. He was the author of many 
scientific works, and wrote a History of 
Ophthalmology in Venezuela, which was 
issued at the time of a Congress of 
Medical Sciences in Caracas in 1955. Dr. 
Espino was active in altruistic endeavors, 
and only a year ago had donated a resi- 
dence in a Caracas suburb, El Paraiso, 
to be used as a home for the blind. 


The University declared three days of 
official mourning for him, and many tri- 
butes were published in Caracas news- 
papers. 


ALBERT C. SNELL 
MEMORIAL LECTURE 


The Fifth Annual Albert C. Snell Me- 
morial Lecture was given on April 14, 
1960, by Dr. David G. Cogan, Professor 
of Ophthalmology and Director of Howe 
Laboratory, Harvard Medical School. He 
spoke on “Visual and Paravisual Symp- 
toms of Cerebral Disease.’ An afternoon 
clinic was held at the University of 
Rochester School of Medicine, and Doc- 
tor Cogan’s lecture followed a dinner in 
the evening. 


AMERICAN SOCIETY OF 
FACIAL PLASTIC SURGERY 


The Annual Meeting of the Society 
was held on April 6 in New York. It 
featured a Symposium on Methods of 
Otoplasty, and a motion picture on Oto- 
plasty was presented. 


The following officers were elected for 
the ensuing year: Dr. Sam H. Sanders, 


president: Dr. John T. Dickinson, vice 
president; Dr. Samuel M. Bloom, secre- 
tary: Dr. Joseph C. Miceli, treasurer: 


and Dr. W. Eugene Compere, Jr., chair- 
man of the Western Section. 


The Society will meet on July 22 in 
New York, during the Course in Rhino- 
plasty given by Dr. Irving B. Goldman 
and his staff from July 16 to 29. The 
program will include topics on rhino- 
plasty from the psychiatric and derma- 
tologic viewpoints; experimental studies 
on bone grafts and biochemical changes 
in tissues involved in rhinoplasty. 
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On October 13, at the Palmer House, 
Chicago, individual members will present 
their problems in rhinoplasty to panel 
consultants. A hospitality suite has been 
reserved at the Palmer House, where 
members may bring photographs for dis- 
cussion and evaluation prior to the meet- 
ing. 


The Annual Spring Meeting in 1961 
will be held from February 11 to 14 at 
the Roosevelt Hotel in New Orleans. 


AMERICAN LARYNGOLOGICAL 
ASSOCIATION 


The Annual Meeting of the American 
Laryngological Association was held on 
March 18 and 19, 1960, in Miami Beach, 
Florida. Eighteen scientific papers were 
presented. 


The De Roaldes Award and Gold Medal 
were presented to Dr. Dean M. Lierle as 
a great physician, surgeon, educator and 
humanitarian, and in recognition of his 
services to Otolaryngology and to the 
American Laryngological Association. 


The James E. Newcomb Award was 
presented to Dr. Joel E. Pressman in 
recognition of his outstanding contribu- 
tions to otolaryngological research. 


The following officers were elected for 
the year 1960-1961: Dr. Edwin N. 
Broyles, president: Dr. Lyman G. Rich- 
ards, secretary; Dr. Francis E. Lejeune, 
treasurer: and Dr. Francis W. Davison, 
editor, historian and librarian. 


The Association’s next annual meeting 
will be held at the Lake Placid Club. 
Essex County, New York, on May 21 and 
22, 1961. 


PAN-PACIFIC SURGICAL 
ASSOCTATION 


The Eighth Congress of the Pan-Pa- 
cific Surgical Association will be held in 
Honolulu, Hawaii, September 27 through 
October 5, 1960. The sections on oph- 
thalmology and otolaryngology will con- 
vene every weekday of the Congress. 
Leading ophthalmologists and otolaryn- 
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geologists from the United States and 
the Pacific countries will participate in 
the program. 


Ophthalmologists and _  otolaryngolo- 
gists who are interested in attending the 
Congress are urged to make arrange- 
ments as soon as possible to be assured 
of adequate facilities. Further informa- 
tion and brochures may be obtained by 
writing F. J. Pinkerton, M.D., Director 
General, Suite 230, Alexander Young 
Building, Honolulu 13, Hawaii. 


DEVELOPMENTS IN RESEARCH 
METHODS AND INSTRUMENTATION 


The Tenth Annual Instrument Sym- 
posium and Research Equipment Exhibit 
will be held October 4 through 7, 1960, 
at the National Institutes of Health, 
Bethesda, Maryland. Primary topics for 
discussion on the scientific program in- 
clude (1) fluorescence, (2) infra-red, 
(3) activation analysis, (4) ultracentri- 
fuge, (5) microscopy, and (6) electrodes. 
Examples of the latest types of research 
equipment will be exhibited by instru- 
ment manufacturers. 


The chairman of the Committee on 
Symposium on Recent Developments in 
Research Methods and Instrumentation 
is Dr. Herman C. Ellinghausen, Agricul- 
tural Research Center, U. S. Department 
of Agriculture, Beltsville, Maryland. 
Chairman of the Committee on Manu- 
facturers’ Representatives is Mr. Louis 
Heiss, American Instrument Company, 
Inc., 8030 Georgia Avenue, Silver Spring, 
Maryland. The exhibit manager will be 
Mr. James B. Davis, National Institutes 
of Health, Bethesda, Maryland. 


THE AMERICAN OTORHINOLOGIC 
SOCIETY FOR 


PLASTIC SURGERY, INC. 


The American Otorhinologic Society 
for Plastic Surgery, Inc., will meet Oc- 
tober 9, 1960, at the Conrad Hilton Ho- 
tel in Chicago. 


European seminars will be held from 
July 22 to August 20, 1961, as follows: 
Paris, July 23 to 28: Rome, August 1 
to 3; Vienna, August 9 to 11: Geneva, 
August 13; and London, August 17 to 20. 
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SECTION ON OPHTHALMOLOGY 
AMERICAN MEDICAL ASSOCIATION 
PROGRAM 
June 14-16, 1960; Eden Roc Hotel, Miami Beach 


TUESDAY AFTERNOON, JUNE 14 


The Selection of Operative Procedures in Vertical Muscle Imbalances 
Epwarp A. DuntLap, New York 


Vertical Recti Transplantation in the A and V Syndromes 


E, MItter, St. Louis 
Panel discussion by PHitip KNApp, New York, and CHaArtes F. Cooper, Jr., Atlanta 


Ultrasonography—An Aid in Orbital Tumor Diagnosis 


GILBERT BAuM, Bronx 
Discussion to be opened by Eimer J. BALLINTINE, Cleveland 


Granuloma as a Complication of Polyethylene Tube Buckling Procedure for Retinal 
Detachment 


Harvey Lincorr, New York 
Discussion to be opened by SILvio von PirQuet, Boston 


Precancerous Epithelioma of the Limbus 
FRANK C. WINTER and THomas R. Kieu, Palo Alto 
Discussion to be opened by JoHN S. McGavic, Bryn Mawr 


Pathology of Ocular Leprosy: I. Cornea 
James H. ALLEN, New Orleans, and JeERoME L. Byers, Dallas 
Discussion to be opened by D. P. CHoyce, London, England 


Electroretinography mn Pediatric Ophthalmology 
GEORGE GOODMAN and Harris Ripps, Pu.D., New York 
Discussion to be opened by HERMANN M. Buritan, lowa City 
A Study of Pulseless Disease 
JosepH L. Dow ine, Jr., Providence, and Taytor R. SMiru, Boston 
Discussion to be opened by Vicror Curtin, Miami 


WEDNESDAY AFTERNOON, JUNE 15 
EXECUTIVE SESSION 


Visual Field Changes Following Temporal Lobectomy 


JOHN WENDLAND and SIDNEY NERENBERG, Minneapolis : 
Discussion to be opened by C. Wi_tspur Rucker, Rochester, Minn. 


Opsoclonus 


J. Lawton SmirtH, Baltimore aes 
Discussion to be opened by Epwarp W. D. Morten, Miami 


Contact Lenses for Aphakics 
Ropert C. WetsH, Miami 


Acute Complications from Modern Corneal Contact Lenses: A Report of 14 New Cases 
RicHArRD K. LANSCHE and Ropert Lee, Munich 
Discussion to be opened by ELizABpeTH CONSTANTINE, New York 


Recent Experiences with Light Coagulation 
HERBERT WHIESINGER, WALTER GEERAETS, and Du Pont Guerry, III, Richmond 
Panel discussion by WiLLIAM N. HAvener, Columbus, and Taytor R. Smiru, Boston 
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THURSDAY AFTERNOON, JUNE 16 
Recent Advances m Ocular Surgery 
Chairman’s Address 
Haroip G. Scueie, Philadelphia 


Address of Guest of Honor: 
Enzymatic Zonulolysis in Lens Extraction 


JOAQUIN BARRAQUER, Barcelona, Spain 
Discussion to be opened by Derrick T. VaiL, Chicago 


Address of Invited Foreign Guest: 
Anterior Chamber Lenses: Present Operative Technique 
BENEDETTO STRAMPELLI, Rome, Italy 


Address of Invited Foreign Guest: 
Uses of Anterior Chamber Implants in Ocular Surgery 
D. P. Cuoyce, London, England 
Panel discussion by JOAQUIN BARRAQUER, Barcelona, Spain, and 
Du Pont Guerry, III, Richmond, Virginia 
Surgical Treatment of Bullous Keratopathy 
TRYGVE GUNDERSEN, Boston 
Discussion to be opened by A. Epwarp MAuMENEE, Baltimore 
Surgical Treatment of Epithelial Cysts of the Anterior Chamber 


ERNEST K. Goopner, and MicHAeEL |. HoGAn, San Francisco 
Discussion to be opened by Paut A. CHANDLER, Boston 


A Report on 42 Cases of Glaucoma Treated by Peripheral Iridectomy with Scleral 
Cautery 


Georce S. Tyner, Duane LANey, JoHN and Harry Watts, Denver 


Panel discussion by JoHN M. McLean, New York, and Carteret LAWRENCE, 
Baltimore 


PACIFIC COAST NORTH CAROLINA EENT SOCIETY 
OTO-OPHTHALMOLOGICAL SOCIETY SOUTH CAROLINA SOCIETY OF 


The Pacific Coast Oto-Ophthalmolog- OPHTHALMOLOGY AND 
ieal Society will hold its Annual Meet- OTOLARYNGOLOGY 
ing at the Hotel St. Francis, San Fran- 
cisco, California, May 22 to 26, 1960. The Joint Annual Meeting of the North 
Guest speakers will include Dr. E. S. C@rolina Eye, Ear, Nose and Throat So- 
Perkins, London, England: Dr. A. M. iety and the South Carolina Society of 
Ostfeld, Chicago: Dr. Edwin J. Wylie, OPhthalmology and Otolaryngology will 
San Francisco; Dr. Bruce N. Kvernland, ¢ held September 12 to 14, 1960, at the 
Portland: Dr. Jerome A. Hilger, St. Paul, King Cotton Hotel in Greensboro, North 
Minn.: Dr. Merle Lawrence, Ann Arbor; C@rolina. 
Dr. John R. Lindsay, Chicago; and Dr. 
Jack V. D. Hough, Oklahoma City. Guest speakers for ophthalmology will 
include Dr. Frank Walsh and Dr. Howard 
Room reservations for the meeting Naquin of Baltimore, and Dr. Joseph 
may be obtained by writing Mrs. Lor- Haas of Chicago. Guest speakers for oto- 
raine Berry, Housing Bureau, Room laryngology will include Dr. Sam San- 
300, 61 Grove St., San Francisco. ders of Memphis, Dr. Philip Meltzer of 
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Boston, and Mr. Aron Saunders of Dur- 
ham. 


For further information please write 
Dr. John Gordon, 412 North Church St., 
Charlotte 2, North Carolina, or Dr. 
Roderick Macdonald, 330 East Main St., 
Rock Hill, South Carolina. 


GUEST LECTURER ON EYE 
DISEASES IN AFRICA 


Dr. D. S. McLaren, East African Institute 
for Medical Research, East Africa High 
Commission, P. O. Box 162, Mwanza, Tan- 
ganyika, East Africa, will be touring the 
United States September 7 to November 23. 
He will be available to medical societies on 
invitation for discussion of the following sub- 
jects : 


Eye Disease in East Africa. An account 
of the important eye conditions in this area. 
These include trachoma, leprosy, onchocer- 
ciasis, senile and other forms of cataract, and 
nutritional conditions such as xerophthalmia 
and keratomalacia, nutritional amblyopia and 
malnutritional keratitis. 


Nutritional Eye Disease. In this talk the 
effects of malnutrition upon the eye are dis- 
cussed, based upon personal clinical experi- 
ence in India, Indonesia, Ethiopia and East 
Africa, and several years of experimental re- 
search at the National Institute for Medical 
Research in London. 


The Ocular Complications of Leprosy. The 
eyes of many hundreds of lepers in Tan- 
ganyika have been examined, and the role of 
leprosy itself, malnutrition, and other eye 
diseases in the production of the lesions ob- 
served is discussed. 


The Refraction of Two Bantu Tribes in 
East Africa. Very little is known about the 
retractive state of populations on the conti- 
nent of Africa. New and interesting results 
are presented, based upon the refraction of 
more than 1500 African children. 


Ocular Onchocerciasis in East Africa. This 
talk consists of a review of the present knowl- 
edge of the relationship between onchocercal 
infestation and eye lesions. (Original illus- 
trations will be included if a study due to 
be undertaken in early 1960 goes through. ) 


TRANSACTIONS — 


MAY-JUNE, 1960 


INSTRUCTION COURSES 


Ohio State University 


A course in practical perimetry for 
Office assistants will be presented at the 
Ohio State University by the Depart- 
ment of Ophthalmology from July 18 to 
20. The course is planned to teach a re- 
liable and intelligent assistant to per- 
form routine perimetry. Registration is 
limited to individuals sponsored by a 
medical doctor. Registrations received 
after July 1 will be accepted only if space 
remains available. Applications will be 
validated by receipt of a $25.00 check 
made payable to the Department of 
Ophthalmology, Ohio State University. 
Full refund will be made if the appli- 
cant is unable to attend the course. 


On July 21 and 22, a course for oph- 
thalmology secretaries will be presented 
at the Ohio Union, 13th and High 
Streets. It is designed to be understand- 
able to the intelligent secretary with no 
previous eye experience. This course is 
planned to familiarize your secretary 
with terminology and basic facts. We 
hope to teach the measuring of visual 
acuity and the neutralizing of lenses 
with the lensometer. Receipt of a $20.00 
check made payable to the Department 
of Ophthalmology, Ohio State University 
will validate the applications. Only indi- 
viduals sponsored by a medical doctor 
are eligible. Registrations received after 
July 1 will be accepted only if space re- 
mains available. Full refund will be 
made if the registrant is unable to at- 
tend. 


Further information on the above 
courses may be obtained by writing Wil- 
liam H. Havener, M.D., Ohio State Uni- 
versity, Columbus 12, Ohio. 


POSTGRADUATE COURSES 
Institute on Occupational Hearing Loss 


The eighth consecutive Institute on 
Occupational Hearing Loss will be held 
from August 8 to 13, 1960, at Colby Col- 
lege in Waterville, Maine. 


The course is designed to train physi- 
cians, plant nurses, plant engineers, and 
others in initiating and conducting hear- 
ing conservation programs in noisy in- 
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dustries. The course is comprehensive 
and includes all phases of the problem. 
Dr. Frederick T. Hill and Dr. Joseph 
Sataloff are directors of the program. 
The fee of $200 includes tuition, board 
and room. Requests for further informa- 
tion should be made to William A. 
Macomber, Colby College, Waterville, 
Maine. 


Institute of Ophthalmology of the 
Americas 


The Institute of Ophthalmology of the 
Americas announces that its Third Series 
of Post-Graduate Courses for Specialists 
in Ophthalmology will be given from 
September 12 through November 23, 
1960. 


Among the courses to be offered are 
Advances in Ocular Prostheses; Anom- 
alies of Extraocular Muscles, including 
Ptosis; Biomicroscopy; Biomicroscopy 
Using Near Ultra-Violet, Cobalt Blue and 
Polarized Light; Clinical Bacteriology; 
Clinical Problems of Tear Formation; 
Complications of Ophthalmologic Sur- 
gery: Contact Lenses; Electrophysiology 
and Applied Physiology of the Eye; 
Enucleation and Evisceration: Glau- 
coma: Gonioscopy and Tonography: 
Keratectomies and Keratoplasties; Lac- 
rimal Sac Surgery: Light Coagula- 
tion (Meyer-Schwickerath Apparatus); 
Low Vision Aids; Ocular Biochemistry: 
Ocular Geriatrics; Ocular Microbiology; 
Ocular Neuro-Ophthalmology; Ocular 
Photography; Ocular Radiology; Ocular 
Therapeutics; Ophthalmoscopy; Orthop- 
tics; Pathology: Perimetry; Physiologic- 
al Optics; Plastic Eye Surgery; Pleoptics 
and Macular Function Testing; Psycho- 
somatic Factors in Ophthalmology; 
Radio-Isotopes in Ophthalmology: Re- 
cent Advances in Cataract Surgery: Re- 
fraction; Retinal Detachment: Surgery 
of the Orbit; and Uveitis. 


Catalogs and additional information 
may be obtained by writing to Mrs. 
Tamar Weber, Registrar, Institute of 
Ophthalmology of the Americas, New 
York Eye and Ear Infirmary, 218 Second 
Avenue, New York 3, N. Y. 


Colorado 


The Colorado Ophthalmological So- 
ciety and the Division of Ophthalmology 
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of the Department of Surgery and the 
Office of Postgraduate Medical Educa- 
tion of the University of Colorado School 
of Medicine are co-sponsoring a post- 
graduate course in ophthalmology to be 
held in conjunction with the summer 
convention of the Colorado Ophthalmolo- 
gical Society in Aspen, Colorado, July 5 
to 8, 1960. 


Guest speakers will include Dr. F. 
Bruce Fralick, Ann Arbor; Dr. Michael 
J. Hogan, San Francisco; Dr. Albert N. 
Lemoine, Jr., Kansas City; and Dr. Al- 
bert D. Ruedemann, Detroit. 


For further information write Office 
of Postgraduate Medical Education, Uni- 
versity of Colorado Medical Center, 4200 
East Ninth Ave., Denver 20, Colorado. 


THE NATIONAL SOCIETY FOR 
CRIPPLED CHILDREN AND ADULTS 


A research project to develop ultrason- 
ic neurosurgical techniques for alleviat- 
ing uncontrolled muscle movements in 
persons with cerebral palsy has received 
an additional $15,000 grant from the 
Easter Seal Research Foundation. The 
grant to the State University of Iowa 
supports the study conducted by Russell 
Meyers, M.D., in collaboration with Wil- 
liam J. Fry, head of the Biophysical Re- 
search Laboratories, University of Illi- 
nois. Dr. Meyers is chairman of the Di- 
vision of Neurosurgery at the State Uni- 
versity of Iowa Hospitals. 


William T. Sanger, Ph.D., chairman of 
the Foundation’s board of trustees, an- 
nounced the award. 


The project has been under way for 
more than a year through an earlier 
$15,000 Easter Seal Research Founda- 
tion award. Using an ultrasonic device 
developed at the University of Illinois, 
Dr. Meyers is attempting to learn the 
function of each microscopic segment of 
the thalamus. The researchers hope to be 
able to tell precisely what area of the 
thalamus is responsible for controlling 
certain functions of the body. They hope 
to apply the knowledge in aiding per- 
sons crippled by conditions such as 
cerebral palsy. 
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NEW YORK UNIVERSITY 


The appointment of Dr. George N. 
Wise as professor of ophthalmology at 
the New York University Medical Center 
has been announced by Dr. S. Bernard 
Wortis, dean. 


Dr. Wise is a graduate of the Univer- 
sity of Virginia School of Medicine and 
holds the degree of Doctor of Medical 
Science from Columbia University. He 
is an associate attending in ophthalmolo- 
gy at New York University Hospital. Dr. 
Wise has been active in postgraduate 
teaching at the New York University- 
Bellevue Medical Center for the past ten 
years and has contributed numerous pub- 
lications in the field of retinovascular 
disease. 


Dr. Wise is a diplomate of the Ameri- 
can Board of Ophthalmology. He is sec- 
retary of the Section on Ophthalmology 
of the New York Academy of Medicine 
and is a member of the Association for 
Research in Ophthalmology, the New 
York Diabetes Association, American 
Ophthalmological Society, the Pan Amer- 
ican Association of Ophthalmology, the 
New York State Society of Medical Re- 
search, the Societe Francaise d’Ophtal- 
mologie, and a number of other scientific 
and professional societies. 


INTERNATIONAL MEDICAL 
ADVISORY BUREAU 


The Council of the British Medical As- 
sociation has established an Internation- 
al Medical Advisory Bureau at British 
Medical Association House, Tavistock 
Square, London, W. C. 1. 


One of the main objects of the Bureau 
is to welcome the overseas medical vis- 
itor. He is cordially invited to visit the 
Bureau as soon as possible after arrival 
and discuss with the Medical Director 
any points on which he may need advice 
or assistance. 


Information is available at the Bureau 
on postgraduate education facilities, and 
visits to hospitals and clinics can be ar- 
ranged. Assistance will be given in find- 
ing suitable hotel and lodging accommo- 
dations. In addition, general information 
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on cars, sports, traveling, exhibitions, 
and theaters is available. 


Advance information as to the ex- 
pected date of arrival, mode of travel, 
length of stay, main objects of visit and 
special needs for assistance will enable 
the Bureau to provide the best service. 
Those wishing to visit hospitals or seek- 
ing advice about postgraduate courses 
should provide the Bureau with infor- 
mation as to professional experience. 


All communications should be sent to 
The Medical Director, International Med- 
ical Advisory Bureau, Tavistock Square, 
London, W. C. 1, England. 


LESLIE DANA MEDAL 


The selection of Derrick Vail, M.D., for 
the 1959 Award of the Leslie Dana 
Medal was announced by the executive 
committee of the National Society for 
the Prevention of Blindness. 


Among other professional activities, 
Dr. Vail for many years has been editor- 
in-chief of the American Journal of Oph- 
thalmology. The National Society will 
cooperate with the St. Louis Society in 
making arrangements for the presenta- 
tion. 


LETTER TO THE EDITOR 


Mr. William T. Heimlich announced 
on March 15 that the American Board 
of Contact Lens Certification was de- 
activated on December 12, 1959. The 
Guild of Prescription Opticians of Amer- 
ica, Inc., has ceased all efforts toward 
the certification of contact lens techni- 
cians. 


RESEARCH TO PREVENT 
BLINDNESS, INC. 


Formation of a new national organi- 
zation to stimulate and finance increased 
basic research into the causes that blind 
over 40,000 persons yearly in the United 
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States, was announced April 18 by Mr. 
Jules C. Stein, Chairman of the Board 
of the Music Corporation of America and 
a former practicing ophthalmologist. 


The new organization is a New York 
State membership corporation, called 
“Research to Prevent Blindness, Inc.” 
with offices at 598 Madison Avenue, New 
York. 


Associated with Mr. Stein are the fol- 
lowing health leaders: Mrs. Albert D. 
Lasker, president of the Albert and Mary 
Lasker Foundation, New York; Mr. 
James S. Adams, general partner of the 
investment banking firm of Lazard 
Freres and for many years Chairman 
of the Executive Comittee and of the 
Research Committee of the American 
Cancer Society; Mr. Robert E. McCor- 
mick, a corporate vice president of Olin- 
Mathieson Chemical Corporation and 
Trustee for the American Foundation for 
the Blind and for the Eye Bank. Mr. 
Mefford R. Runyon, for ten years execu- 
tive vice president of the American Can- 
cer Society, is executive director. Dr. C. 
J. Van Slyke, recently retired as deputy 
director of the National Institutes of 
Health of the United States Public 
Health Service, is scientific director. Mr. 
William J. vanden Heuvel, presently as- 
sociated with the law firm of Javits, 
Moore and ‘Trubin, is secretary and 
counsel. 


Mr. Stein stated that the objectives of 
the new organization are to foster and 
underwrite increased research into the 
causes which may result in blindness or 
in substantially impaired vision so that 
they may be prevented or cured before 
blindness occurs. 


‘“‘Many existing organzations are con- 
cerned with alleviating the plight of the 
person after he becomes blind. They are 
doing most essential humanitarian work 
and should be encouraged in every way. 
However, it is the feeling of our group,” 
said Mr. Stein, ‘“‘that basic research into 
the causes that blind over 40,000 per- 
sons annually in the United States 
should be vigorously stimulated and 
financed. 


“Statistically 350,000 persons in this 
country are blind; 1,500,000 are blind 
in one eye; 40 per cent of our popula- 
tion has some eye defect; 9,000,000 chil- 
dren require some form of eye care; 40,- 
000 are born blind or go blind each year. 
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“Over $150,000,000 is spent each year 
by private and public agencies to provide 
necessary care for those already blind, in 
addition to the millions lost annually by 
their lessened economic output. Yet less 
than $4,000,000 is provided annually by 
both private and government agencies in 
support of research to prevent blindness. 


“Despite the inadequate funds which 
have been available for research,” Mr. 
Stein said, “we can view with pride the 
dramatic and spectacular accomplish- 
ments of our competent and dedicated 
ophthalmologists during the last ten 
years.”’ 


As an indication of how research pays 
off, he cited advances in the prevention 
of retrolental fibroplasia, in the early 
discovery and medical treatment of glau- 
coma, and in the surgical removal of 
cataracts. 


“In spite of these and other advances,” 
Mr. Stein asserted, ‘“‘many thousands of 
our citizens lose their sight each year. 
Therefore we should think of the ac- 
complishments of the last ten years as 
evidence of the potential of research— 
research which can improve the outlook 
for millions who now have serious eye 
disorders, and for other millions who 
will eventually be blinded unless we find 
the answers in time through an expanded 
research program.”’ 


Research to Prevent Blindness, Inc. 
will cooperate fully with all existing 
voluntary agencies in any effort to pre- 
vent or alleviate blindness and with the 
United States Public Health Service's 
National Institute of Neurological Dis- 
eases and Blindness which has for some 
years been making grants of federal 
funds for the training of research work- 
ers, and for their laboratory and clinical 
research programs. 


Mr. Stein revealed that a symposium 
was held in New York City on March 
20th under the new organization’s aus- 
pices. The tollowing leading ophthal- 
mologists from all parts of the United 
States participated: 


Dr. A. E. Balazs 
Retina Associates 
Boston, Massachusetts 
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Dr. Bernard Becker 

Chairman, Department of Ophthalmology 

Washington University School of 
Medicine 

St. -Louis, Missouri 


Dr. Conrad Berens 

Managing Director 

The Ophthalmologic Foundation, Inc. 
New York, New York 


Dr.,Goodwin M. Breinin 

Chairman, Department of Ophthalmology 
N. Y. U. College of Medicine 

New York, New York 


Dr. Ramon Castroviejo 
Professor, N. Y. U. 
New York, New York 


Dr. David Cogan 
Harvard University School of Medicine 
Boston, Massachusetts 


Dr. John E. Harris, Chairman 
Department of Ophthalmology 
University of Minnesota Medical School 
Minneapolis, Minnesota 


Dr. Michael J. Hogan, Director 

Francis I. Proctor Foundation 
University of California Medical School 
San Francisco, California 


Dr. V. Everett Kinsey 
Kresge Eye Institute 
Detroit, Michigan 


Dr. Irving Leopold 

Chairman, Department of Ophthalmology 
Graduate School of Medicine 

University of Pennsylvania 
Philadelphia, Pennsylvania 


Dr. John McLean 

Chairman, Department of Ophthalmology 
Cornell University Medical School 

New York, New York 


Dr. A. E. Maumenee 

Director, Wilmer Ophthalmological 
Institute 

Johns Hopkins Hospital, JHU 

Baltimore, Maryland 


Dr. Frank Newell 

Chairman, Section of Ophthalmology 
University of Chicago School of Medicine 
Chicago, Illinois 


Dr. Edward Norton 

Chairman, Department of Ophthalmology 
University of Miami School of Medicine 
Coral Gables, Florida 
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Dr. Charles L. Schepens 
Retina Associates 
Boston, Massachusetts 


Dr. Bradley Straatsma 

Chief, Division of Ophthalmology 
University of California 

San Francisco, California 


Dr. Phillips Thygeson 

Francis I. Proctor Foundation for 
Research in Ophthalmology 

University of California Medical Center 

San Francisco, California 


Dr. Fred M. Wilson 

Chairman, Department of Ophthalmology 
Indiana University School of Medicine 
Indianapolis, Indiana 


The symposium was also attended by 
the chief executives in the National In- 
stitute of Neurological Diseases and 
Blindness of the U. S. Public Health 
Service, and officers of the National 
Council to Combat Blindness, Inc., The 
Ophthalmological Foundation, Inc., and 
the National Society for the Prevention 
of Blindness, Inc. 


The meeting, Mr. Stein said, ‘‘pro- 
vided a forum in which these scientists 
and physicians on whose efforts we must 
depend for progress in this whole field 
could fully and frankly discuss the pres- 
ent status of research in the field of oph- 
thalmology. Thus it served to guide and 
advise R.P.B. as to the opportunities, 
needs and present roadblocks to an ex- 
panded national research effort in this 
field, in terms of the needs for scientific 
manpower, laboratory facilities and fi- 
nancial support.” 


Mr. Stein and Mr. McCormick, Dr. 
Maumenee and Dr. Newell appeared un- 
der the organization’s sponsorship be- 
fore Chairman John Fogarty and the 
House Appropriations Subcommittee in 
Washington, D. C. on March 1. They pre- 
sented expert testimony in support of 
increased federal appropriations for re- 
search in the field of blindness. They 
will give similar testimony to Chairman 
Lister Hill and the Senate Appropria- 
tions Subcommittee within the next few 
weeks. 


“The organization is providing this 
testimony,’ Mr. Stein emphasized, ‘“‘be- 
cause of the need for more federal funds 
for research and also because it wishes 
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NEWS AND ANNOUNCEMENTS 


to integrate at all times its own activ- 
ities with those of government and of the 
other voluntary agencies. 


“Although Research to Prevent Blind- 
ness, Inc. presently plans no general 
solicitation of the public, it will in the 
future seek financial support from in- 
terested individuals, foundations, corpor- 
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ations and others through tax deductible 
contributions,’ Mr. Stein said. “Our new 
organization is firmly convinced that 
adequate research will reduce the inci- 
dence of blindness, conserve the econom- 
ic output of blinded persons, and elimi- 
nate the dependence, misery, and loneli- 
ness which only those deprived of the 
blessing of sight can really understand.” 


POSITIONS AVAILABLE 


WANTED—Board-qualified OTOLARYN- 
GOLOGIST as associate to Diplomate. 
College town. For further information, 
write L. Ashby Adams, M.D., Medical 
Arts Building, Princeton, New Jersey. 


Listings of positions available should be sent to 
W. L. Benedict, M.D., 15 Second Street S. W., 


Rochester, Minn., by the fifth of the month preceding 
publication. They should include (1) type of physician 
wanted (ophthalmologist or otolaryngologist: diplomate, 
resident, etc.) (2) type of position to be filled; and 
(3) to whom to write for further information. Unless 
otherwise requested, listings will be published only 
once. 

The Academy will handle no further correspondence 
beyond the listing and assume no _ responsibility. 
Neither does it endorse nor guarantee any of the 
published listings. 
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TRANSACTIONS — MAY - JUNE, 1960 


Some foreign members of the Academy as well as subscribers 
to the TRANSACTIONS are experiencing difficulty in remitting in 
American dollars. For their convenience the Academy will accept 
any legal foreign currency in payment of dues, fees for Home 
Study Courses, Teachers’ Manuals, Orthoptic Journals, TRANS- 


ACTIONS, etc., at the prevailing rate of currency exchange. 


FOREIGN SUBSCRIPTIONS 


HAVE YOU CHANGED YOUR ADDRESS? 


To ensure uninterrupted delivery of your TRANSACTIONS, please return this 


coupon or send the same information on a post card to 
American Academy of Ophthalmology and Otolaryngology 


15 Second St. S.W., Rochester, Minnesota 


Name 


FORMER ADDRESS: 


PLEASE PRINT 


NEW ADDRESS: 


Street Street 
City City 
Zone State Zone 


For countries outside the United States: 


NAME OF COUNTRY 
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TEACHING AIDS 
MANUALS 


RETINAL DETACHMENT, H. Arruga, 


2 


OCULAR SURGERY, Conrad Berens and J. H. K 


CATARACT TYPES, F. C. Cordes. . 


GLAUCOMA, Samuel J. Meyer. . 
THE INTERPRETATION OF VISUAL FIELDS, Cc. W 


DESCRIPTION OF THE ORBIT, McCotter, Fralick and 


REFRACTION, Daniel Snydacker and Frank W. cd 
MICROBIOLOGY OF THE EYE, Ted Suie..... 
PRINCIPLES OF OTOLARYNGOLOGIC PLASTIC SURGERY, Oscor Becker. ... 
A GUIDE TO THE CARE OF ADULTS WITH HEARING LOSS, L. R. Boies, et al. 
VOCAL REHABILITATION, Friedrich S. Brodnitz “ee 
EMBRYOLOGY OF THE HEAD AND NECK, Jack Davies...... vaeeneectes 
RADIOGRAPHIC ANATOMY OF THE TEMPORAL BONE, J. Brown Farrior. . . 
ALLERGY IN OTOLARYNGOLOGY, F. K. Hansel and J. R. Anderson........ 
EXAMINATION OF THE LABYRINTH IN RELATION TO ITS 

PHYSIOLOGY AND he DISEASES, 

W. J. McNally and E. A. Stuo eee 
NONSURGICAL COMPLICATIONS "OF OTOLARYNGOLOGIC SURGERY, 


MONOGRAPHS 
HELPFUL HINTS FOR HANDLING THE HEARING HANDICAPPED, 

HEARING TESTS, Arthur L. Juers 0 
PHYSIOLOGY OF THE LARYNX, J. J. Pressman ond George Kelemen........ . 
THE EMBRYOLOGY OF THE EAR, NOSE, AND THROAT, 

Oo. E. Vor Alyea *e eee 0.25 
STRABISMUS: A SYMPOSIUM, Kenneth C. Swan, 
REFRACTION DIFFICULTIES 


Bau 


ABSTRACTS 
tains outlines, briefs of instruction courses os presented at Academy meetings. Unbound. 


Subscription: Per year, publication. ...... 


BOUND VOLUMES 
FILMS —— LANTERN SLIDES — FILM STRIPS 


THE EMBRYOLOGY OF THE EYE, a motion picture in color with sound. 
Available on one reel or in two parts on two reels with metal containers 


and mailing case. . Per Print $200.00 
176 Lantern Slides from above film, 2 x 2, in color 
Mounted in glass, with wooden filing 125.00 


Mounted in cardboard, with plastic and plywood filing box.......... 75.00 


Film Strips, from above film, 32 mm. 
Set of six (176 frames), in color, in metal containers. ............. 25.00 


THE EMBRYOLOGY OF THE EAR, a motion picture in color with sound. On 
three reels with metal containers and mailing case..........Per Print 500.00 


SEND ORDER WITH REMITTANCE TO 
W. L. BENEDICT, M.D., 15 SECOND STREET S.W., ROCHESTER, MINNESOTA 
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ke art of anedi- 
cite in is 
thus 
ove plrysician is cert- 
fined te study and 
of ote 
dinemse; some attend ie 
the Bisarders of 
eges, others 
the herd, some 
care of theterth, athers 
are ranbersamt all 
Nisexses of the bowels; 
‘whilst many attend te 
the cure vf niaindies : 


Today... for those who attend to the disorders of the eyes... 


s ® 


ophthalmic suspension 


for mild to moderate inflammatory 
and allergic eye disorders 


PREDNEFRIN—the formula for greater effectiveness 
—in the topical treatment of ophthalmic inflam- 
matory reactions, is indicated whenever the 
repositery effect of a “solution like” suspension 
is desired. Prednefrin provides a unique, multi- 
dimensional approach for greater objective and 
subjective effectiveness with the anti-inflammatory 
action of prednisolone 0.12%, the decongestant 
effectiveness of phenylephrine 0.12% and the 
soothing, lubricating properties of methylcellu- 
lose 0.12%. surriiep: 5 ce. plastiz bottles. 


Trednefrin 


ophthalmic solution 


and allergic eye disorders 


PREDNEFRIN $ is unexcelled for the topical treat- 
ment of the more severe opisthalmic inflammatory 
condition. Potent anti-inflammatory action 
(prednisolone alcohol 0.2%) plus valuable de- 
congestant action (phenylephrine 0.12%). 
Prednefrin S, a special solution, assures the 
patient of a uniform concentration, with freedom 
from stinging cr burning on instillation, as well 
as freedom from irritation, as long as therapy 
continues. SUPPLIED: 5 cc, plastic dropper bottles. 


ALLERGAN CORPORATION 


Los Angeles 17, California 
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